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Municipal Hospitals in Alberta 


M. R. BOW, M.D. 
Deputy Minister of Health, Alberta 


HE first legislation dealing with municipal hospitals in Alberta was 
‘T enacted in 1917. The Municipal Hospitals Act which was passed in 
that year served to stimulate the public interest, which was already 
manifest, in the question of municipal hospitalization. As this act was found 
to be inadequate in some of its provisions, a new act was passed in 1918, which 
repealed the act of 1917 and strengthened and extended the previous legis- 
lation. This act went into effect in May, 1918, and under it the first municipal 
hospital district established was Mannville. Vermilion and Drumheller Muni- 
cipal Hospital Districts were established shortly afterwards, and the schemes 
of these three districts, on submission to the vote of the ratepayers, were rati- 
fied. Mannville, the first municipal hospital, was opened in October, 1919. 

As the work of the establishing municipal hospital districts went forward, 
it was found necessary to make provision for the varying conditions and new 
situations encountered, and amendments to the act were submitted to suc- 
ceeding sessions of the legislature, until in 1929 a new Municipal Hospitals Act 
consolidating previous legislation was passed. 

Alberta was the second province in Canada to adopt legislation providing 
for the establishment of municipal hospitals and many new trails have been 
blazed in the development of municipal hospital schemes during the last four- 
teen years. In this field a municipal hospital system has been developed to 
meet the needs of the communities served. 

There are now twenty-two municipal hospitals in the province providing 
modern hospital accommodation for 743 patients and serving almost one-third 
of the rural population. 


Requirements for Establishment of a Municipal Hospital 

Municipal hospital districts may be established by the Minister of Health 
on petition of the councils of municipalities concerned or on petition of twenty- 
five per cent of the resident ratepayers in each township which it is proposed 
to include in the district. On establishment of a municipal hospital district, 
the Minister sets the number of members of the provisional board, who are 
required to be resident ratepayers of the municipal hospital district. The 
members of this provisional board, representing municipalities, are appointed 
by the municipal councils concerned and the members representing improve- 
ment or unorganized districts are appointed by the Minister of Health. 
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Preparation of Scheme 


The provisional board prepares the scheme which is to be submitted to 
the vote of the people. The Supervisor of Municipal Hospital Organization 
of the Provincial Department of Health acts in an advisory capacity to the 
provisional board in connection with this work, thus giving the board the 
benefit of the experience of other municipal hospital districts. 

The plan by which hospitalization is to be provided is required to be clearly 
set out in the scheme. This may be by way of gift or purchase of building and 
equipment, by provision for the erection and equipping of a new hospital, or 
by way of an agreement with an already established hospital to provide 
hospital service for the residents of the proposed municipal hospital district. 

It is required that the schedule of fees and those who are to be eligible for 
the minimum per diem fee, which is usually one dollar, must be stated in the 
scheme. Those eligible include all ratepayers, their wives, and the dependent 
members of their families. The minimum sum is fixed, and to this level the 
tax to be paid by the individual ratepayer must be brought. Residents of 
rural and urban areas who are not ratepayers may also become entitled to all 
hospital privileges for themselves and the dependent members of their families 
by the payment of a yearly minimum sum which must be set out in the scheme. 

The site of the proposed hospital may be presented in the plan, or pro- 
visions may be made to submit two or more sites to be voted on, or the selection 
of the site may be left to be determined by the Board of Public Utility Com- 
missioners. 

An estimate of the capital expenditure required, a statement giving full 
particulars of the debenture issue proposed and a plan for the repayment of 
the capital expenditure by way of instalments must be set out in the scheme. 
An estimate of the probable annual revenue and expenditure of the proposed 
municipal hospital district must be also stated and a plan outlined for the 
division of the expenditure among the various contributing areas included in 
the proposed municipal hospital district. 

The scheme may provide for the payment of fifty per cent of the salary of 
one or more public health nurses in order to give residents of the hospital dis- 
trict the benefit of a public health nursing service under a co-operative arrange- 
ment with the Provincial Department of Health. 

In any scheme provision may be made for giving authority to the board to 
enter into an agreement with one or more qualified medical practitioners for 
the purpose of providing medical service for the residents of the hospital dis- 
trict, either without charge to such residents or at such a rate of payment as 
may be fixed in the agreement. To date no advantage has been taken of 
either of the last-mentioned provisions in the act. Where arrangements for 
municipal medical service have been made, they have been made between the 
municipality and the physician. 


Proceedings for the Ratification or Rejection of the Municipal Hospital Scheme 
The scheme must be advertised for a period of fourteen days. By this 
means an opportunity is given for an appeal to the Board of Public Utility 
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Commissioners for a re-apportionment of the expenditure, as well as for any 
representations that any of the ratepayers may desire to make in regard to 
the proposed site of the hospital. 

After the expiration of the fourteen days, the Minister may approve the 
scheme. After approval the Minister sets the date for the taking of the poll 
and appoints the returning officer. The returning officer is required to adver- 
tise the date and the location of the polls for at least fourteen days. 

Those entitled to vote on the adoption of the scheme are the ratepayers 
of the proposed municipal hospital district and certain members of their fami- 
lies who live with them. A corporation may vote by an agent authorized in 
writing so to do, and not otherwise entitled to vote. 

A penalty is provided should any person vote in more than one polling 
division. 

A two-thirds majority is required in order to carry the scheme. If a ma- 
jority only of those entitled to vote, vote in favour of the scheme, the district 
remains established for a period of one year, within which time the provisional 
board may re-submit the scheme or an amended scheme, if it so desires. 

The Municipal Hospitals Act provides that any scheme which has been 
ratified under the provisions of the act may be subsequently varied in any 
way by the beard with the approval of the Minister, either by subtraction 
therefrom, addition thereto, or alteration thereof, but no variation made merely 
by virtue of this section shall be approved of if, in the opinion of the Minister, 
it is likely to result in the imposition of a higher rate of taxation than that re- 
quired by the original scheme, or to require the issue of debentures or to 
impair the general value of the existing hospital service to the district as a 
whole. 

In case a petition is delivered to the Minister for the addition of an area to 
a hospital district and if it is proved to the satisfaction of the Minister that 
such petition has been signed by sixty-five per cent of the resident ratepayers 
in such an area, the Minister may, at any time after a scheme has been ratified, 
by order, include such area in the district. 

The Municipal Hospitals Act provides that where any district has any 
debenture indebtedness, no portion shall be detached therefrom until due 
provision has been made for the protection of the holders of debentures thereof, 
and that the Board of Public Utility Commissioners shall give all necessary 
directions to ensure the effective carrying out of this provision. 

Where any change is made in the area of a district, the Board of Public 
Utility Commissioners has all such power as to the adjustment of assets and 
liabilities and as to the adjustment of taxation for the current year as is pos- 
sessed by the Minister of Education when any area is added to or taken from 
any schcol district. 

At the next election of councillors following ratification of the scheme, the 
members of the municipal hospital board, who are to represent municipalities 
are elected by the people, but the members who are to represent improvement 
districts, are appointed by the Minister, as in the case of the provisional board. 

A provision is made in the act for calling a general meeting of the ratepayers 
on the request in writing of any one of the contributing councils or on the 
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petition of twenty-five per cent of the ratepayers of the municipal hospital 
district. 


Financial Aspect 

The municipal hospital board has the power to pass a by-law for the purpose 
of raising money by way of debenture or otherwise, for capital purposes, up to 
but not exceeding the amount provided for in the scheme. 

The division of the expenditure of the municipal hospital district is based 
on a certain number of cents per assessable acre in the rural area. In a new 
district this is usually set at three cents per acre. The assessment in cities, 
towns and villages included in the municipal hospital district is on an equitable 
basis with that of the rural area, taking into consideration population and 
assessed values. The municipal hospital board issues a requisition on each 
contributing council for the sum required from each area included in the muni- 
cipal hospital district. Local authorities determine the mill rate required to 
raise the amount of the requisition and the levy is made in the usual way. 
There is provision for re-allocation of the amounts for which contributing areas 
are responsible in the event that there is a change in assessment of population. 
The contributing councils are required to pay the total amount of the requisi- 
tion of the municipal hospital board in quarterly payments, the first payment 
to be made prior to the first day of April in each year. The various municipal 
acts give the council authority to borrow for this purpose. 


Regulations 

Under the Municipal Hospitals Act, regulations may be made by the 
Lieutenant-Governor-in-Council dealing with the construction, equipment, 
maintenance, inspection, supervision, control and management of the hospital, 
and the audit and investigation of accounts and forms of such hospital and 
such other regulations as may be necessary or convenient for the purpose of 
carrying out the provisions of the Municipal Hospitals Act. 


Powers of the Minister 

The Minister may, for cause, dismiss members of the municipal hospital 
board and appoint an official administrator, who is given all the powers con- 
ferred by the act on a municipal hospital board. The official administrator 
may be replaced at any time by order of the Minister, directing that anew 
board shall be elected at the regular municipal election or pending such election 
by appointment, as provided for in the case of the provisional board. 

Under the act, when anything is directed to be done by a contributing 
council or a municipal hospital board, and it is not done, the Minister is given 
authority to do such thing with the same effect as if it were done by the council 
or municipal hospital board or officer. 


Scope of the Act 

The Municipal Hospitals Act is broad enough in its scope to provide for 
almost any situation existing or likely to arise in a district desiring to provide 
hospitalization for its residents under the municipal hospital plan. 
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The Hospitals 


The hospitals vary in size from twelve beds to ninety-six beds. Some serve 
districts in which the population is almost entirely rural, with only one or two 
villages included in the municipal hospital district. In other cases the larger 
towns and villages, together with the rural districts, constitute the municipal 
hospital district. The Red Deer municipal hospital district includes the city 
of Red Deer only. The Drumheller municipal hospital, situated in a mining 
centre, provides service not only for city and town ratepayers and supporters, 
but also serves the mining employees of the district, under a contract into which 
the board has entered with the miners’ union. 

The municipal hospital board is responsible for the operation of the hospital 
under the provisions of the Municipal Hospitals Act and the Hospitals Regu- 
lations, the Department acting in an advisory capacity. The Supervisor of 
Municipal Hospitals visits the hospitals periodically, attends meetings of the 
board from time to time, examines the hospital records and endeavours to 
assist the board and members of the staff in dealing with the problems with 
which they are confronted. 

Municipal hospitals, as well as all other approved hospitals in the province, 
are also inspected by the Medical Inspector of Hospitals. Properly completed 
case records are required to be filed for each patient admitted, the government 
grant of fifty cents per patient per day being contingent on the completion of 
such records. A standard set of record forms has been approved by the 
Department for use in municipal hospitals. Departmental statistical returns 
are required to be completed and sent in to the Department monthly. 

The plans of all municipal hospitals and all proposed additions to such 
hospitals are required to be submitted to and approved by the Provincial 
Board of Health before construction is undertaken. This requirement also 
applies to all hospitals in receipt of, as well as to all hospitals which propose to 
make application for, the government grant. 


Rights of Ratepayers 

Municipal hospital ratepayers and supporters are entitled to hospital ser- 
vice at the rate of $1.00 per patient per day in the great majority of municipal 
hospital districts. In one or two districts the rate has been set at $1.50 per 
patient per day. In one district no per diem charge is made to ratepayers, the 
total cost of hospital service being raised by means of taxation. 


Average Operating Costs and Taxes 

The average operating cost of municipal hospitals, not including capital 
charges, has, during the last four years, shown a material reduction, as the 
following figures indicate: 


BS Nick Reena $3.40 per patient per day 
Rasen disvrkr ted $3.32 per patient per day 
EE Si bina bs SER ENCES $2.97 per patient per day 


BE a ase xenad aaah aan $2.74 per patient per day 








60 CANADIAN PuBLIC HEALTH JOURNAL 





As already pointed out, while the average tax over the whole hospital dis- 
trict is three cents per acre, the tax of the individual ratepayer is based on the 
assessed value of his land, the tax being levied and collected by the municipal 
council. Should the ratepayer own a half-section of land with an assessed 
value of six thousand dollars and the mill rate set by the municipal council be 
two mills, his hospital tax would amount to the sum of twelve dollars. Should 
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LLOYDMINISTER UNITED MUNICIPAL HOSPITAL VERMILION MUNICIPAL HOSPITAL 


he own a quarter-section of land with an assessed value of two thousand four 
hundred dollars and the mill rate be two mills, his hospital tax would amount 
to four dollars and eighty cents. 

Persons in rural communities employed on farms and persons in urban 
centres, who are not ratepayers, by the payment of a certain stipulated sum 
(which is usually six dollars) may become hospital supporters and thereby 
entitled to the per diem hospital rate. 
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Hospital Service 


The municipal hospitals have made local hospital service available to the 
people in many sections of the province who otherwise would have found it 
difficult, if not impossible, to obtain it. The danger to be guarded against, 
and which presents a problem at times, is the tendency for major surgical work 
to be attempted which in some cases might be done with more safety to the 
patient in hospitals located in the larger centres of population. This is, of 
course, a problem which is not confined to municipal hospitals. One municipal 
hospital board has entered into a contract with a city hospital by which patients 
requiring highly specialized treatment may be referred to such hospital. Such 
an arrangement works out to the advantage of the patient, the physician and 
the hospital. 


TABLE II 
MUNICIPAL HOSPITALS OF ALBERTA 


Total No. Number Total 


Year No. of Bed patients obstetrical hospital Minor Major 
hospitals capacity admitted cases days operations operations 

WON ied seen 1 10 27 405 

MG 2 setae 8 160 2439 444 29585 424 150 
See 9 182 3411 645 39995 688 345 
BEE csc ned 13 237 5003 856 60717 784 354 
. SARRAE 15 277 6289 1067 67941 1227 621 
ER ca cc ae 15 314 7095 1172 76501 1441 824 
ae 16 335 7707 1324 84334 1390 909 
RC edo xe 16 360 8606 1511 87878 1753 954 
Des etacee's 16 408 10015 1726 115363 1845 1033 
. See 20 464 12092 1905 133798 2441 1100 
MSS 2 citka's 21 627 13781 2149 147263 2968 1687 
oe 22 644 14772 2231 150802 3194 2029 
MR oot 3% 22 735* 15573 2279 158380 2846 1719 


Ws ce ncnce 22 743* 15606 2319 161733 3974 1669 
122416 19628 1314695 24981 13394 


*Including bassinets. 


The twenty-two municipal hospitals in the province have rendered a 
splendid service, more especially in providing modern facilities for the care of 
obstetrical, emergency and medical cases. Since the first municipal hospital 
was opened in 1919, 122,416 patients have been treated and 19,628 maternity 
patients admitted. The death rate (2.8 per thousand from 1927 to 1932, 
inclusive) compares favourably with the death rate in other hospitals. 

While difficulties have been experienced in some municipal hospital dis- 
tricts in the collection of hospital taxes under present economic conditions, 
with the extremely low level of prevailing prices for the products of the farm, 
the various hospital boards have faced their difficulties with courage and a 
determination to provide the most efficient service possible at a minimum cost. 

The municipal hospital system in itself constitutes a form of health insur- 
ance. Hospital ratepayers and supporters contribute their hospital taxes and 
in return they, as well as the members of their families, become entitled to 
hospital service at the usual rate of one dollar per day. 








The Development of Public Health 
in Manitoba 


ROSS MITCHELL, M.D. 
Winnipeg 


HILE Manitoba as a province dates from July 15, 1870, there was 

W settlement along the Red River from 1812 when the first Selkirk 

settlers came overseas from the parish of Kildonan in the Scottish 

Highlands. Ship fever broke out on the Prince of Wales, which brought out 

the third group of settlers in 1813, and several persons, including the surgeon, 
Peter Laserre, died either on shipboard or at Fort Churchill. 

Under the direction of Governor George Simpson, the council of Assiniboia 
was formed in 1835 to control the local affairs of the district lying within a 
fifty-mile radius of the forks of the Red and Assiniboine rivers. One of the 
members of the first council was Dr. John Bunn. In the Donald Ross corres- 
pondence, December 7, 1834, occurs the first reference to public health in the 
little community: ‘“‘Dr. Bunn is beginning to vaccinate since hearing of your 
foresight and success at Norway House. . . . You asked for some vaccine 
matter, but I cannot send it, as that brought from Canada has been tried by 
Dr. Bunn and found useless.”’ 

By the middle of the century the population of the Red River settlement 
was five thousand. Alexander Ross, the historian, describes an epidemic of 
‘bloody flux’’ which raged from June to August, 1846, causing 321 deaths 
representing one-sixteenth of the population. 

The medical profession was first incorporated in Manitoba in 1871. The 
incorporating statute is Chapter 26 of the Statutes of 34, Victoria, 1871, and 
was assented to on May 3, 1871, by the first legislature of Manitoba. By it 
the Honourable John Harrison O’Donnell, M.D., Curtis J. Bird, M.D., John 
C. Schultz, M.D., H. Beddome, M.D., and J. B. Campbell, M.D., were incor- 
porated under the name of ‘‘The Provincial Medical Board of Manitoba”. By 
the statute, Dr. O’Donnell was made president, Dr. Bird secretary, and Dr. 
Schultz treasurer, for a period of five years from the passing of the act, and 
provisions were made for the election of a board of governors and officers. 
Provision was also made for examinations and courses of instruction and study. 

In 1877 the corporation was continued under what was called ‘‘The Mani- 
toba Medical Act’’, which is Chapter 13 of 40, Victoria, 1877, and which was 
assented to on the 28th of February, 1877. The name of the corporation was 
changed to “‘College of Physicians and Surgeons of Manitoba’’ and the powers 
were enlarged and other changes made in connection with the profession. The 
first president of the college was Dr. James Lynch. 


Smallpox 
In 1876 a number of immigrants from Iceland settled at Gimli on Lake 
Winnipeg. Almost on their arrival, smallpox, which they had contracted 
while passing through the United States, broke out, and the whole district 
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about Gimli was placed under quarantine. Dr. Lynch was in charge of mea- 
sures directed against the epidemic, and Dr. Henry Beddome treated the 
sufferers for six months, ‘enduring’, his daughter writes, ‘‘many hardships 
and privations for lack of the accommodations of the present day”. Dr. Lynch 
was also a member of the sanitary board for the District of Keewatin (now 
Saskatchewan and Alberta), which was formed to deal with infectious diseases 
among the Indians. 

Of these infectious diseases, smallpox was the especial foe of the redman. 
The summer of 1870 had witnessed one of the deadliest attacks of this disease. 
One of the earliest acts of the first Lieutenant-Governor of Manitoba, Adams 
G. Archibald, was to send Lieutenant William Francis Butler as a commissioner 
to the Saskatchewan valley and through the Indian countries of the West to 
collect information as to the extent of the disease and to distribute instructions 
for the proper treatment of the disease to the chief officers of Hudson’s Bay 
forts and to clergymen or other intelligent persons belonging to settlements 
outside the forts. Lieutenant Butler narrates his experiences in that most 
interesting book, ‘“The Great Lone Land”’. 

After 1876 it was enacted that all children should be vaccinated within 
three months after birth, and school trustees were instructed to insist on proof 
of successful vaccination before a child could attend school. These measures, 
together with isolation of those suffering with the disease and quarantine of 
contacts, were successful in greatly reducing the incidence of the disease. 
Within late years there has not been the same insistence on vaccination, with 


the result that a considerable proportion of the population is not now protected 
and the disease may again become epidemic. 


Scurvy 

In 1875 a plague of grasshoppers devoured every green thing in the little 
community and in the autumn scurvy set in. Dr. David Young, who had 
come from Ontario in 1871 to practise near Lower Fort Garry, laboured night 
and day to aid those suffering with the disease. Possibly it was this self- 
denying work that led the Provincial Government nine years later to appoint 
him medical superintendent of the projected mental hospital. 


Mental Disease 

At first insane patients were cared for in the provincial penitentiary at 
Lower Fort Garry and later at Stony Mountain. In 1884 it was decided that 
an asylum should be built at Selkirk to give separate care for those afflicted 
with mental disorders. The building was completed in 1886 and Dr. Young 
served as medical superintendent until 1912, when he retired to private life. 
Brandon Mental Hospital was founded in 1891 with Dr. Gordon Bell as the 
first superintendent. The Psychopathic Hospital, the first of its kind in 
Canada, was established in 1918, adjoining the Winnipeg General Hospital. 
Dr. A. T. Mathers was appointed director of the institution and provincial 
psychiatrist, and still holds these positions. All three institutions mentioned 
suffer from overcrowding. 
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Provincial Board of Health 

The Provincial Board of Health was organized in 1893 and the first meeting 
was held on April 18th with Dr. J. H. O’Donnell as chairman, the other 
members being Dr. A. H. Ferguson, Dr. J. R. Jones, Dr. H. H. Chown, Dr. 
H. A. Husband, Dr. Torrance, V.S., and Mr. J. H. Brock. Previous to this 
date authority had been given to set up a central board of health, Dec. 2, 1876 
(40, Victoria, C.I.S.I.), but this board was to function only during the pre- 
valence of any formidable epidemic, endemic or contagious disease. In 1883 
the Department of Agriculture, Immigration Statistics and Health had been 
established with duly appointed minister and deputy minister. Subject to 
and acting under this Department was the Public Health Superintendent, a 
duly qualified man, to supervise the measures to be taken for the maintenance 
of the public health. Each county council was bidden to appoint a health 
officer to act under and at the pleasure of the Superintendent. The first 
Public Health Act passed in 1893 provided for the appointment by the Lieu- 
tenant-Governor-in-Council of a permanent Provincial Board of Health. This 
was to consist of not more than six members, of whom at least four were to be 
duly registered medical practitioners. Provision was also made for the ap- 
pointment of a secretary and a provincial bacteriologist. This board was 
directly responsible to the Minister of Agriculture and Immigration. The act 
also provided for the division of the province into health districts and the 
appointment in each district of a duly registered medical man as inspector, his 
duty being to see that all orders, regulations and by-laws were carried into 
effect and to advise health officers. He had the privilege where necessary of 
superseding their instructions or those of the reeves. The council of each 
municipality was to appoint as health officer a registered medical practitioner 
or, if no registered medical practitioner was available, some other proper 
person. 

The Public Health Act was revised in 1911 as 1, George V, c. 44. In con- 
trast to the Act of 1893, which occupied 41 pages and comprised 124 clauses, 
this occupied 118 pages and comprised 443 clauses. The important changes 
included the inspection of milk and its products, formerly under the Dairy Act, 
the control of food, more detailed instructions for the protection of water 
supplies and for the disposal of sewage, clauses in relation to tenement houses 
and buildings (since omitted), and further details regarding infectious diseases. 

In 1916 the Provincial Board of Health was reconstituted to consist of the 
provincial bacteriologist, the assistant provincial bacteriologist and five other 
persons and was placed under the Municipal Commissioner. One of the sal- 
aried members was to be appointed by the Lieutenant-Governor as chairman 
of the board and chief officer of health for the province. This office was filled 
by the late Dr. Gordon Bell, who had been provincial bacteriologist since 1897. 
Provision was also made at this time for the appointment of a provincial sani- 
tary engineer with a seat on the board. 

In 1928, four years after Dr. Bell’s death, a new ministry was formed, that 
of Health and Public Welfare, the portfolio being given to Dr. E. W. Mont- 
gomery, then Professor of Medicine in the University of Manitoba, who for 
several years had been a member of the Provincial Board of Health. Dr. T. A. 
Pincock was Deputy Minister, but on his appointment as superintendent of 
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the Brandon Mental Hospital he was succeeded by Dr. F. W. Jackson, who 
still holds office. Dr. Montgomery retired as Minister of Health and Public 
Welfare in 1932 and was succeeded by the present Minister, the Honourable 
R. A. Hoey, who also holds the portfolio of Education. On September 1, 1934, 
a new health act was proclaimed and all the regulations under the old act 
consolidated. 


Tuberculosis 

Tuberculosis came with the white man and, next to smallpox, was respon- 
sible for the great diminution in the number of Indians on the plains during the 
last century. The first hint of concerted action against this disease is recorded 
in the minutes of the Provincial Board of Health, May 10, 1904, when Dr. 
Gordon Bell reported upon the tuberculosis convention at Ottawa, at which 
he was a delegate, and informed the meeting of the interview he had with 
Premier Laurier with a view of obtaining assistance from the Dominion for 
erecting sanatoria in the provinces. In 1907 the Board of Health passed a 
resolution that a chapter on the best means to prevent the spread of con- 
sumption be introduced into some one of the publications used in the public 
schools of the province. Dr. R. M. Simpson, chairman of the Board, was 
made a delegate to the meeting of the Canadian Society for the Prevention of 
Tuberculosis. Shortly before this meeting an Anti-Tuberculosis League had 
been formed in Manitoba and it had been decided to build a sanatorium. Dr. 
Lawrason Brown, of Saranac Lake, New York, was invited to assist the com- 
mittee in the selection of a site. On January 22, 1909, the Manitoba Sana- 
torium trustees decided upon the site of Pelican Lake, near Ninette, and at 
the same meeting it was moved by Dr. E. W. Montgomery, seconded by Mr. 
W. A. Windatt, and carried, ‘“‘that Dr. D. A. Stewart be appointed to take 
charge of the organization work in connection with the Sanatorium, and per- 
form such other work in relation thereto as shall from time to time be set forth 
by the trustees.’’ Work on the erection of the buildings was begun in May, 
1909, and Dr. D. A. Stewart has been superintendent of the Sanatorium from 
its earliest beginnings. It is impossible to estimate the value of the work done 
by Dr. Stewart and the Sanatorium Board in fighting tuberculosis in Mani- 
toba. Since 1909, in addition to the Manitoba Sanatorium at Ninette, which 
continues to be the chief centre of anti-tuberculosis activity, the Central 
Tuberculosis Clinic has been opened at Winnipeg (1929) and travelling clinics 
have gone out through the province for several years. King Edward Sana- 
torium in Winnipeg was built in 1910 as a municipal hospital for advanced 
cases of tuberculosis, and the St. Boniface Sanatorium at St. Vital, conducted 
by the Grey Nuns, was opened in 1937. Manitoba is stated to have more 
sanatorium beds per unit of population than any other province. Anti- 
tuberculosis effort in Manitoba is directed by the Sanatorium Board of Mani- 
toba, on which the Government has representation. 

Adding to the complexity of the problem in Manitoba is the widespread 
incidence of the disease among those of Indian blood. While their numbers are 
not large, the tuberculosis death rate among Treaty Indians is fourteen times 
the rate for the province as a whole and 24 times the rate for the white races. 
Moreover, as they are wards of the Federal Government, the Province has no 
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control in the prevention of the disease among them. In 1932 there were 127 
tuberculosis deaths among the Treaty Indians, who number only 13,500 in a 
total population of 709,000; i.e., 2.2 per cent of the population contributed 31 
per cent of the deaths from this disease. In the same year there were 58 deaths 
among the half-breeds, whose numbers may be estimated as 20,000, giving a 
rate nearly eight times that of those without Indian blood. The deaths from 
tuberculosis in Manitoba in 1932 were distributed as follows: 


AG ik 6 i 8 6 Bu tii Nt Sa 127 
es AE Se is oer ieedcoeveds. 58 
mr SUT Rs 5 Ser ONS rice Bee 185 
PU GE 5 NWA RO 228 


Inspection of children in Indian schools has been carried on for the last 
two or three years and it is probable that an arrangement will be reached 
whereby the Dominion Government will pay for the cost of the travelling clinics 
to Indian reserves. 


Typhoid Fever 

Typhoid fever appears to have existed in Manitoba from the early pioneer 
days. After 1870 there was an influx of settlers from eastern Canada and the 
disease became more prevalent. It was then popularly termed Red River 
fever. In 1881 and 1882, with the completion of the Canadian Pacific Railway, 
there was a much greater volume of immigration, and typhoid flourished with 
renewed vigour. In spite of installation of sewerage and waterworks systems, 
the disease continued to claim its victims until, with the beginning of the cen- 
tury when Winnipeg doubled its population within four years, it reached a 
peak of 1,906 cases in 1905. One striking feature of Winnipeg typhoid was 
its constant relation to season, reaching a maximum in September and falling 
off in November. As the water supply for the late nineties was of excep- 
tional purity, it appeared certain that flies were the most active agents in 
disseminating infection. In no other way could this seasonal incidence be 
explained. 

In August, 1904, the Provincial Board of Health discussed the situation 
with the city authorities. The principal recommendation of the Board was 
that the City Council at once get power to abolish box closets and insist on 
sewer connection to all houses where such conveniences were available. The 
City Council called in Prof. E. O. Jordan of Chicago to investigate conditions 
and to report on the typhoid problem. Mr. Allen Hazen of New York was 
called upon to report on our sewage and water systems. Professor Jordan’s 
report was exhaustive and specific. His most important and far-reaching 
recommendation was that box closets be entirely done away with and that 
sewer connections be made compulsory wherever possible, also that typhoid 
cases be not allowed to remain in houses which operated an outside closet. 

Energetic action was taken on these recommendations. The City Council 
obtained power from the legislature at its following session to compel sewer 
connections within a limited area. Box closets were declared a nuisance and 
their construction forbidden within the city limits. Better control of the milk 
supply was’ obtained and private wells were ordered to be closed. The Pro- 
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vincial Board of Health and the Winnipeg Department of Health distributed 
literature on typhoid prophylaxis and on the care of cases. Circulars were 
issued instructing people to screen their houses and to keep down the number 
of flies by the use of fly-paper and other means. 

Results were soon apparent. In 1905, with a population of 79,975, there 
were 1,906 cases in the city, and in 1907, with 111,729 inhabitants, there were 
387 cases. The vigilance of the Medical Health Officer, Dr. A. J. Douglas, 
has never slackened, with the result that typhoid is now comparatively rare; 
in 1933, with a population of 218,545, Winnipeg reported only twenty-two cases 
and of these ten were non-resident, one an institutional case, and four of the 
Winnipeg residents received the infection outside the city. Truly this is a 
triumph of preventive medicine. 


Sewage Disposal 

During the present year (1934) the Red and Assiniboine rivers sank to an 
unprecedently low level, owing to the succession of dry years, and in conse- 
quence became most offensive through the raw sewage dumped into them. 
The Winnipeg City Council engaged an eminent engineer, Mr. W. S. Lea of 
Montreal, who recommended a system of sewage disposal to do away with 
this nuisance. It is probable that the scheme will be carried out in the near 
future but it will entail a very heavy expenditure. It is of interest to note 
that the Provincial Board of Health in a report to the Mayor and Council of 
the City of Winnipeg dated 7th October, 1909, stated, ‘‘It is impossible for the 
city to continue for a much longer period the present system of sewage dis- 
charge without creating and perpetrating an intolerable and dangerous nuis- 
ance, and one unworthy of modern forethought and enlightenment.” On 
October 28, 1910, the Provincial Board of Health passed the following 
resolution : 

“The Board views with apprehension the pollution of the waterways of the 
Province by raw sewage and expresses the view that legislation should be 
enacted without delay prohibiting any person, corporation or municipality 
from placing or discharging, or continuing the placing or discharging, any solid 
or liquid sewage or other poisonous matter into any navigable or other waters 
within the Province, except under conditions to be definitely determined. The 
Board is particularly impressed with the fact that the pollution of the Red and 
Assiniboine rivers especially has become so acute at some points as to consti- 
tute a menace to the public health and has reached a stage when the necessity 
exists for purification and sewage disposal plants to be established. That a 
copy of this resolution be sent by the Secretary to the Premier of the Province, 
the Conservation Commission, Ottawa, and all Municipal Councils concerned.”’ 


Bacteriological Laboratory 

In 1897 a Provincial Bacteriological Laboratory was established with the 
late Dr. Gordon Bell as bacteriologist. Since his death, Dr. F. T. Cadham has 
filled this post. All specimens submitted are examined free. 


Diphtheria 
Within recent years there has been a marked reduction in the incidence 
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and the mortality of diphtheria, due to immunization programmes and the 
free distribution of toxoid. In 1929 the Provincial Board of Health adopted 
regulations allowing the entrance of health officers into schools for the preven- 
tive inoculation against diphtheria of all pupils for whom such permission has 
been obtained from the parent. A negative form of consent has been adopted, 
i.e., the parent not wishing the child inoculated has to sign a slip: ‘“‘I do not 
wish my child protected against diphtheria.” 


Health Di-tricts 

Three full-time health districts have been set up in Manitoba—one em- 
bracing the municipalities of St. James and St. Vital, both adjacent to Win- 
nipeg, the second embracing the municipality of Cornwallis and the city of 
Brandon, the third the city of St. Boniface. The executive staff of the first 
district, which has a population of about 23,000, consists of a medical officer 
of health, two sanitary inspectors, two nurses and two clerks. The total 
annual budget is about $13,000, of which sum the province pays half, the other 
half being met by the municipalities with the aid of the Rockefeller Founda- 
tion. The population of the second district was about 18,500 in 1929, and the 
executive staff consists of a medical officer of health, two nurses, one clerk and 
one sanitary inspector. The budget is $11,500 and the board of health in 
connection with this unit is composed of the mayor of the city and the chairman 
of each of the following committees: Relief, Children’s Welfare, Sanitation, 
and Finance. The third full-time health district was set up in St. Boniface in 
the spring of 1934, with the following staff: medical officer, two public health 
nurses, one sanitary inspector and two stenographers. The population of this 
district is about 15,500 and the budget will be approximately $10,000, of which 
$4,000 is paid by the province. 


Public Health Nurses 

Manitoba was the first province in the Dominion to establish public health 
nursing as a part of a provincial health scheme. In 1916, on the recommenda- 
tion of Dr. Gordon Bell, five public health nurses were engaged as an experi- 
ment. The experiment was so successful that in the following year, Dr. J. W. 
Armstrong, then Provincial Secretary, established a provincial public health 
nursing service. In 1922 there were fifty-three nurses, but under the stress 
of the economic depression they were retained only in unorganized districts 
and the number in 1934 is twenty-five. Beyond question they have rendered 
very valuable service, especially in districts which cannot support a medical 
practitioner, and with the return of better times the number of public health 
nurses will no doubt be increased. 


Venereal Diseases 

One of the earliest records of venereal disease in the Canadian West is 
found in Dr. Cheadle’s Journal of a Trip across Canada. Under date of 
Monday, May 25, 1863, he sets down: ‘“Three women and six children suffer- 
ing from secondary syphilis! The Fort (Edmonton) will be in a nice state 
eventually, I expect’’; and again, May 31: ‘‘Numerous patients with syphilis 
improving: 9 children and 4 women with syphilis ulcers and eruption’’. 
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The question of venereal disease control did not come under the attention 
of the Provincial Board of Health until 1918 when the Federal Government 
established an annual grant of $200,000 for the control and treatment of 
venereal disease, to be distributed pro rata among the provinces, provided 
that each province contributed a like amount to that received. The late Dr. 
Gordon Bell arranged that a venereal disease clinic should be set up in Win- 
nipeg under this scheme. At the same time notification of venereal diseases 
without revealing the patient’s name was made compulsory. The clinic car- 
ried on until 1932, when the Dominion withdrew from the arrangement, and 
since then the province has assumed the responsibility. Free venereal disease 
clinics are conducted in Winnipeg, Brandon and The Pas. 


Cancer Relief and Research 

In March, 1929, a committee, named by the Dean of the Medical School, 
began work upon the problem of providing adequate treatment of sufferers 
from cancer in Manitoba. Surgeons, hospitals and deep x-ray equipment had 
been available for some time, but there was not an adequate supply of radium. 
The Government of Manitoba agreed to guarantee bonds up to $100,000.00 for 
the purchase of radium and the Great West Life Assurance Company took up 
the bonds at par with a low rate of interest. In May, 1930, the Manitoba 
Legislature passed an enabling act under which control was vested in the 
Cancer Relief and Research Institute. The members of the Institute are 
prominent medical and business men of the province. 


One gram of radium has been purchased, of which 0.5 gram exists as 
a radium salt and 0.5 gram in solution. Under the direction of P. A. 
Macdonald, D.Sc., Physicist, a radium emanation plant was established at the 
Medical College in 1931 at a cost of $80,000. 


Trachoma 


Trachoma has long been prevalent in the district of Rhineland in Southern 
Manitoba. The disease came with the Mennonites, inmmigrants from Russia 
over fifty years ago. In 1930, the Ministry of Health of Manitoba carried out 
a survey, later checked with re-examination by oculists, of Rhineland muni- 
cipality with specially trained nurses. The survey indicated a degree of 
trachoma infection approaching ten per cent of the population, with a proba- 
bility that much remains to be uncovered. Trachoma clinics conducted by 
oculists for the diagnosis of trachoma were set up beginning November, 1930, 
and continued throughout the next two years. Owing to scarcity of funds 
little has been done since 1932 and the problem is still unsolved. While the 
main focus of the disease is in the Rhineland district, sporadic cases, especially 
in children, have broken out elsewhere in the province, but efforts are being 
made to cope with these as they arise. 
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N the investigation of problems concerned with the vision of school children 
I the need for some objective method of assaying the visibility (or degree of 
clearness of writing on the blackboard) from various seats, has been fre- 
quently felt. Such a method is now available when the visibility meter de- 
signed by Bennett* is used. In order to test the suitability of this instrument 
for the study of the visibility in classrooms, readings were made with it in four 
Ontario public schools. The results of these tests enabled us to devise a 
method of classifying the seats in a classroom or the rooms in a school according 
to the average visibility of the writing on the blackboard. 


METHOD 


The visibility meter (Figure I) is an instrument by means of which slightly 
ground glasses of uniform opacity may be brought into the field of vision until 
the object under observation cannot be seen. The amount of obscuration 
(number of glasses) required to render the object invisible is a measure of the 
original visibility of the object. For example, twelve or more glasses might 
be interposed between the eye and a letter on the blackboard before the object 
would be rendered invisible if the visibility were good, whereas one or two 
glasses might be sufficient to obscure the object if the visibility were poor. 

The method adopted in this study consisted in writing a uniform wavy line 
across the blackboard at about its mid-height. The board was measured and 
horizontal lines at foot intervals were marked on the blackboard. Observa- 
tions were made of these lines through the visibility meter from each seat at a 
position about one foot above the desk level. From each position the number 
of glasses required to obscure the lines on various sections of the blackboard 
was then recorded. The number of glasses multiplied by the fraction of the 
whole board with that visibility gave the visibility for a section of the board. 
The sum of the results obtained for the various sections gave the average 
visibility of writing on the board from any desk (Table I). In order to obtain 
a measure of the visibility in any classroom so that comparisons between class- 
rooms could be made, the average visibility of writing on the board from an 
average desk was calculated for each room. This was done by adding the 
results obtained for each desk in the room and dividing by the total number 
of desks (Table I). 

* J. Scientific Instruments, 1931, 8: 123. 
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FicureE I.—VispiILity METER. 


RESULTS 


The lowest value of the average visibility from any desk in the four schools 
was 1 and the highest value was 13. The minimal value for the visibility of 
any room was 4 while the maximal value was 12. 
number of rooms in each of the four schools with the various values for the 
average visibility of writing on the board from an average desk. 


TABLE I 


In Table II are shown the 


AVERAGE VISIBILITY OF WRITING ON BLACKBOARD FROM AN AVERAGE DESK 
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DISCUSSION 


Since this is the first time such an instrument has been used to study the 
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visibility in schoolrooms it is impossible to assign any arbitrary value to 
represent ideal conditions. It is tentatively suggested that a visibility of 6 or 
less represents poor conditions and that a visibility of 10 or more is very satis- 


TABLE II 


FREQUENCY DISTRIBUTION OF RooMs IN Four SCHOOLS BY AVERAGE VISIBILITY OF WRITING 
ON BLACKBOARD 
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factory. It is hoped that reports from other schools will add to the data 
obtained in this investigation. At the present time the readings may be used 
to show which seats are preferable for viewing writing on the blackboard and 
in which rooms the visibility is best. 


SUMMARY 


The visibility in four Ontario public schools has been studied with the 
visibility meter. The results of these tests enabled us to devise a method of 
classifying the seats in a classroom or the rooms in a school according to the 
average visibility of writing on the blackboard. 
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SURVEY of mortality from any disease over a long period implies com- 
A parisons of different parts of the period. For fair comparison the data 
throughout should be reliable or, if that does not obtain, necessary cor- 
rection should be made for or due consideration given to the discrepancies. 
The reliability of the data is dependent on (1) the accuracy of diagnosis, 
(2) the completeness of reporting of deaths, and (3) the classification and 
recording of deaths. The influence of each of these factors on recorded typhoid 
mortality is discussed in this paper. 


RELIABILITY OF THE DATA 


The Accuracy of Diagnosis 

The period under review, 1880-1931, might well be expected to show great improvement 
in the diagnosis of typhoid fever. In 1880, the first year of this survey, when bacteriology 
was at its very beginnings, B. typhosus, the causative agent of typhoid fever, was discovered 
and described. The reports of the Board of Health of Ontario do not indicate, however, that 
this advance in our knowledge of typhoid fever was applied to diagnosis at that time. In 1896 
the late Professor J. J. McKenzie (Provincial Bacteriologist from 1890 to 1900), in his report 


to the Provincial Board of Health, records the use of the recently described Widal reaction in 
the investigation of 82 cases of illness, 61 of which were clinically typhoid fever. Of these, 
57 gave positive reactions, four of the clinically typhoid cases giving negative reactions as did 
all the non-typhoid cases. With some lag in the first few years, the number of specimens 
submitted for such investigation increased from year to year, from 164 in 1899 to 514 in 1902, 
662 in 1905 and 1,390 in 1906, the large increase in the last year being due, probably, to a 
severe epidemic in Fort William. At the present time, 3,000 to 5,000 specimens are submitted 
annually and a much more complete serological investigation has been supplemented by com- 
plete bacteriological investigation of both blood and faecal specimens. In place of a laboratory 
carried on in Toronto in one room with a personnel of one, the service now is given through 
eight laboratories situated strategically throughout the province and the personnel has in- 
creased to nearly one hundred. Such wide application of specific diagnostic procedures as is 
possible by this excellent service might well be expected to increase very materially the ac- 
curacy of the diagnosis of typhoid fever. When, however, the deaths charged to headings 
indicating gastro-intestinal infection* are compared with typhoid deaths, one finds that in 
general the relationship of the number of typhoid deaths to the number charged to non-specific 
diagnoses is reasonably constant throughout the period (Table I). This consistency of the 
relationship of the number of typhoid deaths to the number of non-specific deaths at first 
suggests that diagnosis has not been materially improved by the laboratory assistance, as there 
has not been any material decrease or increase in the proportion clinically diagnosed as typhoid 


*For this tabulation the diagnoses included had to be chosen arbitrarily as those most 
suggestive of gastro-intestinal infection and, in order not to weight these unduly with the 
great number of deaths in infancy from such causes, the deaths under five years have not been 
included. While the deaths under two years might have been a more reasonable exclusion, 
the early reports did not segregate these and, for consistency, the older limit was used through- 
out. As justification for the selection, it may be said that the decline in this group has been 
more or less parallel with that of typhoid fever and that the seasonal distribution was largely 
similar to that of typhoid, although the peak month generally was found to be one or two 
months earlier than that of typhoid. 
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fever. While it may have added certain deaths to the specific group and eliminated others, 
the changes would appear to have balanced each other. But when these deaths are distributed 
by age groups, as in Table II, there is revealed a very definite increase in the proportion attri- 
buted to typhoid in all age groups except those under 10 and over 69. The increase showing 
itself in each year and in all age groups from 10-69 is certainly significant. The smaller pro- 
portion attributed to typhoid in the groups 5-9 and 70 and over is probably significant also. 
It is reasonable to credit these changes to improvement in diagnosis. 


TABLE I 


DEATHS FROM GASTRO-INTESTINAL INFECTION 


Ontario 
1880-1890 and 1921-1931 
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*Deaths over 4 years of age from: 


1880-86—Cholera morbus 1887-90—Diarrhoeal diseases 
Diarrhoea Enteritis and gastritis 
Dysentery 
Enteritis 1921-31—Diarrhoea and enteritis 
Gastritis Dysentery 


Ulceration of intestines 













When it is recalled, however, that appendicitis, now recognized so readily clinically and 
causing such a significant number of deaths (442 in 1931, with a rate of 13 per 100,000), did 
not appear in the reports as a cause of death until 1897, it is apparent that any definite con- 
clusion from the crude mortality statistics as to the relative quality of the diagnosis is based 
on uncertain grounds. It must be remembered that typhoid fever was set apart as a clinical 
entity as early as 1829, that its pathology and manner of spread were well described by Budd 
in 1856 and 1873, that it was a very common disease with fairly distinctive, fairly easily 
recognized pathognomonic signs and symptoms with which the whole medical profession was 
particularly well acquainted. The ability of the early clinician to recognize typhoid fever 
undoubtedly contributed significantly to the reliability of the diagnosis in the pre-laboratory 
period. 
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Completeness of Reporting 

According to the estimates of the Inspector of Vital Statistics*, reporting of deaths was 
but 60 per cent complete in 1880 and 85 per cent complete in 1898. It was not until 1900, 
when the new Act of 1896 requiring a death certificate before legal burial, had been in opera- 
tion for three years, that reporting of deaths assumed approximately 100 per cent completeness. 
These estimates, however, do not necessarily apply to typhoid deaths. It is a reasonable 
assumption that deaths in the prime of life would be reported better than deaths at the ex- 
tremes of life, and the greater part of recorded typhoid mortality, as will be shown later, comes 
from the mid-life period. It is a fair assumption, too, that an acute disease producing the 
grave clinical symptoms characteristic of typhoid fever would have, whenever possible, the 
benefit of medical attention and that consequently deaths therefrom would be more likely to 
be reported than those from a less striking, more prolonged type of illness. These assumptions 
are supported by the fact that the recorded data of typhoid mortality do not show any increase 
of 40 to 50 per cent from 1880 to 1900, such as might be expected if the general improvement 


TABLE II 
DEATHS FROM GASTRO-INTESTINAL INFECTION FOR CERTAIN AGE-GROUPS 


ntario 
1880-1890 and 1921-1931 





| 1880-1890 1921-1931 


Per cent | Per cent 
|\Typhoid | Others | Total |Typhoid |Typhoid| Others | Total /Typhoid 
| | — — | | | 
| 283 | 543 | 826 34 58 : 
387 | 413 800 | 95 | f 145 65 
802 1349 | 173 
1576 | 2551 j 346 
735 | 1536 aa 
40-49 457 1236 : | 186 
50-59 | 329 | 1197 132 
60-69 | 248 1397 102 
70 and over 141 ‘ 1554 46 
Not stated 200 306 506 3 








5158 | 7794 | 12952 1359 
| | 




















in reporting applied to typhoid mortality, but in general maintain a fair level marked by 
irregular peaks in keeping with the epidemic character of typhoid fever. There is thus sug- 
gested a certain degree of equality in the reporting of typhoid deaths throughout the period 
under review, but a definite conclusion in this regard is not justified, as other factors must be 
considered. The health and the mortality of the people of Ontario at that time were by no 
means in statu quo but were subject to very definite influences, chief among which were an 
increasing degree of health consciousness and the further development of a sanitary con- 
science. Through these influences, a Provincial Board of Health came into being in 1882 and 
in 1890 there was established a public heaith laboratory (one of the first, if not the first, in 
the world), the original work of which was of a sanitary investigation type. The last two 
decades of the century were marked by laboratory demonstrations which confirmed and made 
for general acceptance of the views of the spread of typhoid fever and similar infections, views 
which had been based on earlier epidemiological observations. It is hardly conceivable that 
such advances in sanitary science and sanitary knowledge on the part of the people, as evi- 
denced particularly by the establishment of the public health laboratory, would not reduce 
to some extent the spread of typhoid fever and, to a similar extent, typhoid mortality. But 
such a reduction might well have been offset by the movement towards urbanization of the 
population at a time when urban rates of typhoid were much higher than rural rates and when 
there had been but very little protection given to public water supplies. Obviously, one 
cannot estimate the influence of any one or of all the variables mentioned, and the only state- 
*R. B. Hamilton. 
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ment justified is that examination of the recorded data does not reveal any gross incomplete- 
ness of reporting of typhoid deaths in the earlier years. 
In regard to classification little need be said as there has been no change apart from the 


separate recording of paratyphoid deaths since 1921. These have been included with typhoid 
in this survey. 


ANALYSIS OF DATA 


In the 52 years from 1880 to 1931, 21,005 deaths were attributed to typhoid 
fever, with a maximum of 891 in the year 1906 and a minimum of 76 in 1926. 
For the first ten years the average number was 502. From 1880 till 1913 the 
highest number in any one year was 891, the minimum was 355, the average 
523. For the last ten years of the survey the greatest number in any one 
year was 238, the minimum 76, and the average 120. 
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Ficure I—TypHor FEVER—ONTARIO. 








The mortality rates per 100,000 are shown in Figure I. The peaks in this 
diagram of typhoid mortality are due in most instances to severe localized 
epidemics such as that in Toronto in 1891 and in Fort William in 1906, but in 
some years, as in 1900, the records show a general high prevalence throughout 
the province. 

From 1880 to 1913 a general high level was maintained, the rates lying for 
the most part between 20 and 30 per 100,000, marked by moderate fluctuations 
from year to year with a minimum of 16.5 per 100,000 in 1897 and a maximum 
of 37.8 in 1906. In 1914 typhoid fever fell to 13.5, a lower mortality rate than 
had been recorded in the previous 34 years. With the exception of 1916, the 
fall continued till 1919, but during the next four years, the years succeeding the 
war, the rate rose slightly. A new low level (3.6) was recorded, however, in 
1924; a lower one, 2.4, in 1926; and a slightly lower one, 2.3, in 1930. For 
34 years, 1880-1913, the average of the recorded mortality rates of typhoid 
fever was 24 per 100,000. The average of the rates from 1914-26 is 6.6. The 
average of the rates for the last five years under review, 1927-31, is 2.8. The 
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recorded typhoid mortality rate thus shows a decline of nearly 90 per cent, the 
greater part of the decline occurring in the period of 1914-26. 

The contrast between the past and the present is well reflected in the history 
of typhoid fever in certain cities and towns. Brief abstracts of typical his- 
tories and certain data in regard to the water and milk supplies are shown in 
the appendix. 


Rural and Urban Rates 

The rural and urban* rates for typhoid fever, with the reservations indi- 
cated in the footnote, are shown for the period 1901-1931 (Figure Il). The 
urban population formed 27 per cent of the total population in 1901 and 49 
per cent in 1931. In the first two decades of this period the urban rate is con- 
sistently above the rural rate and, in the early part, is frequently over twice 
the rural rate. After 1913, however, the difference in the rates becomes dis- 
tinctly less, so that in 1922 and thereafter the rural rate approximately equals 
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FicurE II—TypuHoip FEVER—ONTARIO. Ficure IlI—Typexuom FEvER—ONTARIO. 
Mortality Rate per 100,000 Rural ard Mortality Rate per 100,000 by Sex 
Urban Population, 1901-1931. 1880-1931. 


the urban rate. In other words, the urban rate of decline is distinctly more 
precipitate than the rural rate. This is in keeping with the sanitary improve- 
ments made in the cities and towns of Ontario, as shown in the appendix. Such 
decline as has occurred in typhoid mortality in rural parts does not indicate 
a similar degree of improvement in sanitation in the country as much of the 
typhoid in rural Ontario had its source in the cities and towns whose im- 
proved sanitation with decreased typhoid is reflected in the lower rural rates. 


Sex 


As shown in Figure III, throughout the whole period under review the male 
rate definitely exceeds the female rate. In the early years, 1880-1903, the 
male rate was on the average approximately 20 per cent greater than the 
female rate. Since that time the difference has become more marked so that 


*The term “urban” as used in this study includes towns and cities having a population 
5,000 or over. This is not the most desirable division as there is not a marked difference 
between towns of 5,000 and 3,000 with respect to sanitary facilities, environment, etc., but 
deaths for towns of less than 5,000 are not shown separately in the reports except in very 
recent years (1926-1931). While deaths are charged to certain municipalities throughout the 
whole period under review (1880-1931), reliable information of the population of these muni- 
cipalities in the early period is not available. 
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at the present time the male rate is nearly double the female rate. This in- 
creased difference is partly accounted for by the steadily expanding mining 
industry which has provided an undue proportion of typhoid fever and in such 
centres males predominate to a great extent. Another factor has been sug- 
gested, namely, the better returns of deaths of males from lumbering and 
mining camps than obtained in earlier years. 

Probably the more important factor, however, is that, in his industrial life, 
man is more exposed to infection than is woman in the more restricted environ- 
ment of the home or of the office or factory in the city or town with improved 
sanitation. It may be, too, that man is more careless in his personal habits 
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Ficure IV—Typxoiw FEVER—ONTARIO. Mortality Rates by Age and Sex. 
1880-1890 ard 1921-1931. Male Female - - - -. 





than woman. Mortality data do not give any clue by which the relative 
significance of such factors might be assessed. 

Data for sex and age together are available only for two periods, 1880-1890 
and 1921-1931. In Figure IV it is evident that the factor of sex does not assume 
importance until the third decade of life in which, in each year examined, the 
male rate is consistently above the female rate. After the third decade the 
difference, though still evident throughout life, is smaller and less consistent. 
This strongly suggests that exposure, rather than any inherent sex difference 
in resistance, is responsible for higher rates in males than in females. 


Age 

Until 1918 the age group of 20-29 showed the highest rates, but since that 
time the rates of the 15-19, 20-29, and 30-39 groups so nearly approximate each 
other that they are combined in Figure V. When regression lines are calculated, 
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it is found that, although the 30-39 group shows a slightly faster decline, there 
are no significant differences in the various age-groups. It is evident, too, in 
Figure V, that while the 15-39 group have suffered most in typhoid mortality, 
the younger and older age-groups have not been by any means exempt. 

Table III shows the percentage distribution of typhoid deaths for two 
periods, 1881-1890 and 1922-1931. At the present time, 65 per cent of re- 
corded typhoid is supplied by the age group of 15 to 49, the age group of 20-29 
alone, which constitutes but 16 per cent of the population, supplying no less 
than 24 per cent of the mortality. 





FiGURE V—TypHomD FEVER—ONTARIO. Mortality FicurRE VI—Typuoiw FEvVER— 
Rate per 100,000 for Certain Age Groups, OnTARIO. Average Mortality 
1880-1931. Rate &by Months, 1880-1889 
and 1922-1931. 
TABLE III 
TypHoIp FEVER DEATHS 
Ontario 
Age Distribution for Two Ten-year Periods 


1881-1890 1922-1931 








Number Per cent Number Per cent 
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87 
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290 
181 
157 
108 
85 
38 
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Season 

The average seasonal distributions of typhoid fever for two periods, 
1880-1889 and 1922-1931, are shown in Figure VI. These averages are typical 
of each year. The highest peak occurs almost invariably in the month of 
October, the month of least mortality being June. There is little if any 
difference in the two periods in their distribution, the later period showing a 
tendency to slightly more even spread throughout the year. 
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Present-day Problem 

The present-day problem of typhoid fever cannot be discussed without 
reference to Tables I and II. During the period from 1921-31 there were 1,413 
deaths from typhoid fever in Ontario, an average of 128 per annum, with a rate 
of 4.0 per 100,000. But in the same period there were 2,660 deaths from what 
appeared to be other gastro-intestinal infections. The distribution of these 
is shown in Table IV. It is quite apparent that the non-specific diagnoses, 
diarrhoea, dysentery and enteritis, are not confined to infancy, nor to the 
under-five period, but extend, though to a lesser extent, through childhood, 
adolescence and maturity, and in old age are certified more often than typhoid 
fever. What causes these deaths attributed to diarrhoea, dysentery and 
enteritis? Has a specific cause been determined by the clinician and certi- 
fication made to that effect but publication of such causes been found imprac- 
tical? In how many has typhoid infection been eliminated? From what 
source do the diagnoses come? What proportion of these have had the benefit 


TABLE IV 


AGE DISTRIBUTION OF DEATHS 
Diarrhoea and Enteritis (over 4 years) and Dysentery 
Ontario, 1921-1931 








Age Number 

PN BIO i 5 ee vk aes De s,s vid baeias whe Ce ree 184 
OND 555 ic sin ae aly ere rpc leah eee: we uicrar Mectepe A enecreataraes 754 
Bem 5% cles cae a We a ee eh Cay Deere eM Teloga 165 
SER Oe 225 Saas eee hao on aoe n 5 Sabet ice ees eae 336 
ce ee EER res: gy. ida wae es Od mike Seer 132 
WM ioe, samc esate ater edo oi skit cpa alba eames Shea tae ea 264 
ROE Ss 5.5 6-955 0 hs Koper whswanee eae a eee 825 
ONS cca dbase cic eune e Cada dav Siancd ape ee neon 2660 


of bacteriological and serological investigation? Do they occur endemically, 
sporadically or in epidemic form? The statistician can help but little 
beyond indicating the problem, but the epidemiologist, bacteriologist and 
clinician cannot be content with more than half the problem, in so far as number 
is concerned, of mortality from gastro-intestinal infection obscured by non- 
specific diagnoses. At the present time, as in the past, typhoid fever mor- 
tality should be looked on only as an index of the mortality due to gastro- 
intestinal infection, much the greater part of which, in numbers, is due, accord- 
ing to records of vital statistics, to causes other than typhoid. Excluding the 
deaths under 5 years as forming more or less a separate part of this problem, 
gastro-intestinal infection, including typhoid fever, in Ontario accounts for 
over 250 deaths a year—and two-thirds of this volume of mortality falls in the 
age-group 5-59. The deaths from gastro-intestinal infection (exclusive of those 
under 5 years of age) now exceed the deaths from diphtheria or scarlet fever or 
whooping cough or measles. This volume of mortality ranks as a major public 
health problem and one requiring much study before any measures of control 
can be effectively applied. Its control will demand more effort on the part of 
public health authorities than has been necessary for the active immunization 
and control of diphtheria. Its conquest does not appear to be immediate. 
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Even to-day’s level of the mortality due to typhoid and related infections 
can be maintained only by constant vigilance. Any break in the control may 
mean a return for any locality of the typhoid rates that obtained in the early 
years of the century. This is well exemplified in the experience of Kingsville, 
a town of 2,400, where, following a break in the in-take pipe, 56 cases of typhoid 
fever with eight deaths occurred. So, too, in the St. Catharines epidemic of 
paratyphoid fever (1931) where, following a break in pasteurizing technique, 
457 cases of paratyphoid fever were recorded. These sudden outbreaks indi- 
cate the smouldering nature of the problem of typhoid fever itself to-day more 
accurately than the actual rates recorded in recent years. 

To-day when 80 per cent of public water supplies for domestic use in the 
province are chlorinated and pasteurization is employed in 106 municipalities, 
it may be assumed that, apart from that portion of typhoid mortality due to 
breaks in supervision, in technique and in equipment, the rates obtaining to-day 
are largely those of residual typhoid, that is, typhoid due to lack of personal 
hygiene and sanitation in the home. Reduction of this typhoid fever must 
depend on the further development of a sanitary conscience on the part of 


the people of rural Ontario, improvement in rural sanitation and the provision 


of proper sanitary facilities in the homes throughout the province. That the 
provision of such facilities, coupled with safe water and milk, will practically 
eliminate typhoid fever, in an urban environment at least, appears to be 
demonstrated in the typhoid history of Toronto. In spite of the hundreds of 
carriers who reside in Toronto, in spite of the many carriers among the house- 
wives of the city, the Toronto rate is far below the rate obtaining in rural 
Ontario and, moreover, it is claimed that the majority of cases occurring in 
Toronto are traced to outside sources. 


SUMMARY 


The changes in diagnosis of typhoid fever in the past 50 years, in reporting of deaths, and 
in classification are discussed. Data are presented which show that in the first decades of life 
and in the age-group of 70 and over, a smaller proportion of all deaths over five years of age 
apparently due to gastro-intestinal infection, is attributed to typhoid fever now than obtained 
in the years 1880-1890, while in age-groups of 10-69 a larger proportion of such deaths is now 
charged to typhoid. This change is attributed to improved diagnosis through the aid of the 
provincial laboratory service. 

Data are presented which suggest that reporting of typhoid deaths has been reasonably 
complete and uniform throughout the period. 

The classification has not changed so as to alter the comparability of the data. 

In the 52 years, 21,005 deaths were attributed to typhoid fever. High rates of 20-30 per 
100,000 obtained till 1914, since when, coincident with the provision of treated water and 
pasteurized milk in the larger centres of population, the rates have declined to levels between 
2 and 3 per 100,000. The age groups 15-39 show the highest typhoid rates, but no age-group 
has been exempt. The age group of 20-29 years, constituting 16 per cent of the population, 
supplied 24 per cent of the typhoid mortality. 

The rural rates, lower than the urban in the early years, are now on a par with urban 
rates. The typhoid mortality rate in males is higher than in females; this difference, how- 
ever, is not evident until the third decade of life. 

The peak month of typhoid fever mortality in Ontario is generally October, June showing 
the least mortality. There has been no significant shifting in the seasonal distribution of the 
recorded mortality in the past 50 years. 
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While the mortality rates of typhoid fever are low compared with those of 20 years ago, 
there is no suggestion that an “irreducible minimum” has been reached. The explosive out- 
breaks that have occurred in recent years following breaks in technique and equipment, or 
lapses in supervision and vigilance, show that the sources of that infection are still so formidable 
that at any time typhoid fever may assume major importance for any community. 

Typhoid mortality to-day forms but 62 per cent of deaths from gastro-intestinal infection 
in the age-group of 10-69, 29 per cent in the age group of 5-9, 5.7 per cent in the age group of 
70 and over, and but 45 per cent of the mortality from gastro-intestinal infection in the total 
of all age groups over 5 years of age. It forms a very much smaller percentage of such deaths 
under 5 years of age. The publication of the low typhoid mortality rates alone therefore 
gives an erroneous impression of the larger problem. The question of the cause of the other 
deaths is largely unsolved and presents a problem for intensive investigation. 








APPENDIX 
The need for and benefits of water treatment are shown in the following typical extracts 
(Figure IA and Table IA): 
TABLE IA 
WATER TREATMENT IN CITIES OF ONTARIO 
City Chlorination City Chlorination 

ED eM Mieeise cele ek ees 1909 I ee One > aan 1916 
Otawa...... ike eats ea a 1912 = 3c Kou cusays chs oe vee 1916 
Kingston..... ere actin se POU Sasa ce Soe davlee 1916 
Chatham ees Stee Se ee 1912 IE Ns cw en Pesca eee eee 1917 
eee As Hagttas 6 tig = 22 RN tis bes bi ie Eee 1920 
eS ee eee eee II ete do gman 1920 
ae Oe ree 1913 IN tn hh. cae oe dae eee 1921 
Niagara Falls.......... ; 1913 | EE Ore eee re 1924 
DUCTMNI 6) 6g dneaca dale a 1913 ee ie ere 1925 
OI oo cs occa ecedess CMe PI rors thes ss sree en 1927 
Sault Ste. Marie............... BB Ce ON 53. . Co eee aes 1927 
Walkerville... .. 5 oh Soh cree att ene eee 1929 
Brantford........ Pe eed .. 1914 eR ae ee _ 
St. Catharines..... ee a: i a ee gies oaks tte hots . 
cee tinecea kaa ates ines Re ee . 


Sudbury....... £nevee edie) ae Stratford....... _ 








**Water from an approved source, Loch Lomond. 
*Supply from deep wells. 


Sault Ste. Marie, taking its water supply from above the canal locks, suffered from typhoid 
fever in the winter as well as summer. From 1901-1910 the average typhoid mortality rate 
was 140 per 100,000. In 1911 the rate was 318 per 100,000. Chlorination was started in 
1913 and improvements or replacements made in 1918, 1919, 1920 and 1927. Following each 
of these there was a decided drop till at the present time several years pass without any 
deaths. 

Windsor took its water supply from the Detroit River in the ship channel and about half 
a mile below the nearest Walkerville sewer outlet. From 1901-1913 the rate was never less 
than 34 per 100,000 and in 1907 was 78 per 100,000. Chlorination was started in 1913, but 
until 1919 (according to the health officer) it was not properly controlled. The rate was 
19 per 100,000 in 1919, 8.1 in 1920, and 1.6 per 100,000 in 1931. 

Toronto, from 1883-1898, received its water supply intermittently from Lake Ontario by 
means of a wooden intake pipe laid to a distance of 2,628 feet into the lake and extended with 
steel piping a further distance of 340 feet. Interference with this source of supply was caused 
by (a) rising of conduit to the surface, (b) disconnection of the wooden intake pipe from the 
steel extension and sand in the intake causing the city to fall back on Blockhouse Bay water. 

In 1890 and 1891 the typhoid fever mortality rates were respectively 93 and 99 per 100,000 
and grave suspicion existed that polluted bay water was entering the pipe. A steel pipe was 
laid, consequently, under the bay, with a wooden extension into the lake. 
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The mortality rates in 1892 and 1893 were 47 and 45 per 100,000. The outbreak in 1893 
followed an accident due to the conduit rising. The city engineer recommended that the 
wooden intake be abandoned but this was not done until 1898 when a new steel intake was 
installed. 

In 1904 the rate was 25 per 100,000. In that year the greatest fire in Toronto’s history 
occurred and the ratepayers immediately authorized the improvement of the waterworks 
system, including a tunnel under the bay and a new steel conduit. The conduit was finished 
in 1906 and the tunnel in 1908. In 1909 the typhoid rate was still 25 per 100,000. In 1910 
ice driven against the pipe caused a break. This was followed by an epidemic of typhoid 
fever with a mortality rate of 44 per 100,000. Asa result of the epidemic, the raw water was 
partly chlorinated in 1910, for the first time, and the rate fell to 22 per 100,000. Better treat- 
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Figure IA.—Typhoid Fever Mortality for Certain Cities in Ontario, 1900-1931. 


ment under supervision was given in 1911 and the rate fell to 13 in 1912. A slow-sand fil- 
tration plant was installed in 1912 and all the city water was filtered and chlorinated. The 
plant capacity was insufficient, however, and in 1917 a new rapid sand filter was installed. 

In 1915 a by-law enforcing pasteurization of milk became effective and the rate dropped 
to 1.9. The increase to 6.9 in 1916 was attributed to the establishment of a military camp in 
Toronto. In 1917 the rate was 3.8; in 1930, with a population of 621,000, Toronto had 36 
cases and 4 deaths, or a mortality rate of 0.6 per 100,000. In 28 of these 36 cases the infection 
was of outside origin. 

Cochrane, an inland mining town with a population of 2,800, furnishes an outstanding 
example of water-borne typhoid fever. In the spring of 1923, 823 cases, representing nearly 
a third of the population, with 59 deaths occurred, a mortality rate of over 2,100 per 100,000 
population. This epidemic was traced to contamination of the water supply with town 
sewage, and was controlled by chlorination, supplemented by widespread vaccination and 
sanitary improvements. 

Fort William, situated on Lake Superior, took its supply from Kaministiquia River. In 
1906 the intake was broken close to the shore and received gross pollution from a sewer entering 
the river above the intake. Ten per cent of the population developed typhoid fever with a 
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resultant mortality rate of 960 per 100,000. In 1909, when the typhoid mortality was 100 
per 100,000, the source of supply was changed to Loch Lomond. The typhoid rate has declined 
since that time so that for the past five years there have been no deaths from typhoid. 


TABLE IIA 


MiLk-BorRNE EPIDEMICS OF TYPHOID 
Ontario 

















Place Cases Deaths Remarks 


Po xtes week Jordan TAU... . 6.5.25. 4 1 A milker was found to be a 
carrier. 

Townships of Vespra and Oro ‘60 0 Paratyphoid. Ice cream at a 
school fair was the source of 
the infection through a case on 
one of the farms supplying 
cream. 

The owner of the dairy, who was 
also a milker, was proved to 
be a carrier. 

Bowmanville............... 6 0 The cases were traced to one 

milk vendor who was found 
to be a carrier. 

FE os .a sais Kies OMNMIE . ice sh bneekeacee 13 0 The first case was not diagnosed 
as typhoid. The patient sup- 
plied milk to the milk vendor 
and assisted in milking. 

PIE 50). 5k ea : 0 The dairy owner, who had had 

typhoid many years before, 
was found to be a carrier. 

ME ta sxnns COD ood FOF o ceeds 109 7 ~ All cases were traced to one 
dairy. A carrier was found 
among the producers and 
there was a defect in the pas- 
teurizing equipment. The 
dairy was closed. 


DRM es ile cies WERE 5 es 5k bei hw Ose 
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eee RON Ss oh el is Si ikea 13 0 Attributed to the milk supply. 
oe ae 12 0 The wife of the owner of the 
dairy was a typhoid carrier. 
MUO eo Ae sine entsies 10 0  Acarrier was found in one dairy. 
BOOS Gini niconss RUPERT S66 oo i ses 8 17 2 Cases occurred at varying inter- 





vals. A carrier was found 
handling milk. Several cases 
were traced to cheese made 
from this milk. 
Re, sf ekedsae NIN eo oss wes Wecances 18 3 Traced to raw milk from one 
dairy in which a carrier was 
found who had had typhoid 25 
years before. During the pre- 
vious 10 years typhoid had 
occurred on various farms on 
which this man had been 
employed. 
Powers ce sates Sk, SCANS sy a ak 2 Ss 457 3  Paratyphoid resulting from a 
break in pasteurization. 




























Many similar histories of typhoid in the cities and towns of Ontario might be cited. The 
relationship of milk and typhoid fever is shown briefly in Table IIA, as extracted from the 
Reports of the Provincial Board of Health. It will be readily understood that the data do 
not indicate all the milk-borne typhoid fever in Ontario in the past. At the present time no 
less than 106 municipalities in Ontario employ pasteurization to some extent and 11 cities and 
18 towns require complete pasteurization of all milk sold. 
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NEWER FIELDS IN PUBLIC HEALTH 


ITHIN a generation the life-span has been lengthened by a decade. 

\ \ The decline in infant mortality and in deaths from tuberculosis, 

together with the outstanding reduction in mortality from typhoid 

fever and diphtheria, has been in large measure responsible for the favourable 

trend of life expectancy among the people of Canada. The achievements 

which have followed sanitary reform and accompanied public health effort are, 

however, in recent years being offset by newer problems, new in the sense 

perhaps that we now have more time to consider them. Among these prob- 
lems are those of nephritis and cardio-vascular disease. 

The Dominion Bureau of Statistics has recently published a review of 
mortality from these causes in Canada during the last twelve years to which 
attention is drawn elsewhere in this number. This material represents a 
portion of a special work on mortality in Canada from the development of the 
Registration Area in 1921 to 1932, which is in the process of preparation, and 
represents a further contribution on the part of the Bureau to Canadian vital 
statistics and public health. This report shows that the number of deaths 
as recorded from nephritis and certain cardio-vascular diseases in Canada has 
been rising since 1921. This increase in mortality from nephritis and cardio- 
circulatory diseases, which additional evidence has shown has been going on 
at least since the beginning of the present century, is not entirely a real one. 
Much of the increase is the natural outcome of the lengthened life span, as 
more individuals are reaching older ages with a greater liability of dying from 
these causes. There is no doubt either that successes in the field of specific 
prevention and material advances in therapeutic medicine and surgery have 
made it possible for many individuals to reach middle life who otherwise would 
not have done so. 

In 1932 cardio-circulatory diseases contributed more than 21 per cent of 
all deaths in Canada and nephritis more than 5 per cent. But, what is more 
important, 13 per cent of these deaths were in persons under the age of 50 years, 
and 21 per cent more were between the ages of 50 and 64. Thus more than 
one-third of all deaths from cardio-circulatory disease and nephritis is a concern 
of the health officer. These causes of death are responsible also for a large 
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body of sickness, and it is probable that more than 2 per cent of the population 
of Canada is to-day suffering from heart disease or nephritis. 

There are, of course, certain favourable features in the problem presented 
by cardio-vascular diseases and nephritis. The most important of these is the 
decline which has occurred in the age group 25-44 years. This is a concrete 
achievement but the increase at older ages, which is almost certainly a real 
one, more than compensates for the reduction in early life. 

There is therefore immediate need for greater stress by public health 
workers on the hygiene of the prime of life. It is a fact that the expectancy 
of life, which is a valuable guide in weighing the true effects of mortality trends 
at different ages, is now decreasing. This is of great concern and supports the 
contention that further insight and effort are needed in this field. It also must 
be kept in mind that this situation arises at least in part as a result of the 
saving of life in younger age groups. ‘The lives saved through the activities 
of public health programmes and modern preventive medicine may be said 
to dilute those which would have been saved without such measures and, since 
death is inevitable, expectancy must inevitably decrease as the limit of im- 


provement at early ages is reached unless a further improvement be also 
brought about at older ages.” 


TYPHOID FEVER AND GASTRO-INTESTINAL INFECTIONS 


O successful have been the preventive measures against typhoid fever 
S employed in the large urban centres of population that a popular im- 
pression is given that typhoid fever is no longer an urgent problem. The 
findings of the statistical survey of this disease in Ontario covering the period 
from 1880 to 1931 by Mary A. Ross in this issue serve as a needed corrective 
to such a false position. The review of outbreaks of typhoid fever in Ontario 
due to a contaminated water or milk supply impresses the thought of the ever- 
present menace of typhoid fever and its appearance following any break in the 
control measures. 

The study brings to light a previously overlooked problem in public 
health. In the decade 1921 to 1930 there were 1,413 deaths from typhoid 
fever in Ontario and during the same period there were 2,660 deaths recorded 
as due to gastro-intestinal infections—almost twice as many deaths from 
gastro-intestinal infection of non-specific diagnoses as from typhoid fever. 
Similar figures may be found for the other Canadian provinces. The import- 
ance of diarrhoea and enteritis as a cause of death in infancy has been realized, 
but, excluding the number of deaths occurring from these causes in infancy, 
there still remains a number considerably in excess of the total number of 
deaths from typhoid fever. 

The questions raised in the discussion of this problem in the article are 
worthy of the most careful consideration by not only the epidemiologist and 
the bacteriologist but also by the clinician, who is primarily concerned in the 
diagnosis. The focusing of attention on this problem should result in a 
definite effort to answer some of these questions. 








NATIONAL CONFERENCE 


Public Health in the Problems 
of To-day 


CANADIAN PUBLIC HEALTH ASSOCIATION 
ONTARIO HEALTH OFFICERS’ ASSOCIATION 


CANADIAN TUBERCULOSIS ASSOCIATION 


Date 
Monday, Tuesday and Wednesday, June 3rd, 4th and 5th. 


Place 
Royal York Hotel, Toronto. 


Programme 


Three joint sessions are being arranged. Among the visiting speakers ex- 
pected are Surgeon General Cumming of the United States Public Health Ser- 
vice ; Dr. E. L. Bishop, Commissioner of Health for the State of Tennessee and 
President of the American Public Health Association; Dr. C. L. Scamman, 
Director of the Division of Public Health of the Commonwealth Fund; and Dr. 


John A. Ferrell, of the International Health Division of the Rockefeller Foun- 
dation. 


Nine Section meetings: Each of the following Sections of the Canadian 
Public Health Association will provide one or more of the morning sessions: 
Public Health Engineering, Laboratory, Epidemiology and Vital Statistics, 
Public Health Nursing, Industrial Hygiene, Mental and Social Hygiene. 


Three special sessions of the Ontario Health Officers’ Association will be 


held, including a series of demonstrations and the annual round-table dinner 
conference. 


Clinical and formal sessions of the Canadian Tuberculosis Association are 
being planned for each morning. 


Entertainment 


A special programme for visiting ladies is being arranged. Several visits 
are being planned and members who are interested in golf will find that privileges 
have been arranged at several of the leading courses. 


Exhibits 


An outstanding feature of the conference will be the extensive scientific 
and commercial exhibits. Plans are being made to present to health officers 
practical suggestions for a programme of health education suitable for rural and 


small urban municipalities. The exhibits will be under the joint auspices of the 
three associations. 








Appointment of Donald Matheson Sutherland, M.B., D.S.O., 
as Minister of Pensions and National Health, Canada 


HE Honourable Donald Matheson Sutherland, M.B., D.S.O., who last 
November assumed the direction of two of the most important depart- 
ments of government, Pensions and National Health, was born at Norwich, 
Ontario, the son of Dr. Fitzgerald Sutherland. He obtained his early educa- 
tion in Norwich and at the Woodstock Collegiate Institute and was graduated 
from the University of Toronto in 1903 with the degree of Bachelor of Medicine. 
Later he took post-war and post-graduate training in Toronto and Boston. 
For several years he practised in Princeton and Woodstock. 
Dr. Sutherland was the first resident of Oxford County to offer his services 
to the government at the outbreak of the Great War, and in August, 1914, 
he left Canada as Major of the Ist Battalion. Twice wounded, he returned 








to Canada on medical leave, recruited the 71st Battalion and returned to 
England in command. Later he commanded the 74th, 52nd and 160th 

Battalions. For his services Dr. Sutherland was awarded the Distinguished 
Service Order and was mentioned in despatches. 

_ Dr. Sutherland was first elected to the House of Commons in the General 
Election of 1925. Although he was defeated in the General Election of the 
following year, he was returned to the House in 1930 and in August of that 
year was sworn a member of the Privy Council and appointed Minister of 
National Defence. On November 17, 1934, following the retirement of the 
Honourable Dr. Murray MacLaren, Dr. Sutherland was chosen to administer 
the Department of Pensions and National Health. His appointment has been 
received with appreciation by those who served overseas, and in dealing with 
the many difficult problems arising out of the administration of the Pensions 
Act he is assured of the support of the returned soldiers throughout Canada. 
His appointment has been received with great satisfaction also by the medical 
profession and by the forces of organized public health. 
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STERILIZATION OF DAIRY UTENSILS 
The Relative E ficiency of Various Methods in the Destruction of B. COLI 


A. GRANT LOCHHEAD, Pu.D., ano C. K. JOHNS, M.Sc. 


Division of Bacteriology, Dominion Experimental Farm, Ottawa, Ontario 


"T HERE is considerable diversity of 
opinion as to the significance to 
be attached to the presence and 
numbers of B. coli in milk. It is 
fairly generally agreed, however, that 
the importance of the ‘‘coli count’”’ 
as an indicator of manurial pollution 
is obscured by a number of factors. 
In the first place, the numbers of 
B. coli in a sample of milk may be the 
effect of growth rather than original 
pollution.’ Moreover, even in samples 
of fresh milk, where little or no 
development of bacteria has occurred, 
organisms of the B. coli group may 
not represent manurial pollution since 
there is the possibility of infection, 
not only from manure, but also from 
other sources, such as feed, grain and, 
more important, from unclean uten- 
sils. In milk analysis, therefore, the 
coli count has not the same public 
health significance which it has in 
water analysis. 


In the case of water, the presence 
of coliform organisms calls attention 
to the possible danger of excretal 
pollution, including that from human 
sources. With milk the coli count is 
not only less directly referable to 
excretal pollution, but is no index of 
possible danger of infection by such 
organisms as B. typhosus, not com- 
municable through cow faeces. 

From the standpoint of keeping 
quality, however, the coli content of 
raw milk appears to be a factor of 
some definite importance. It is gen- 
erally admitted that coli-aerogenes 
org@nisms represent an undesirable 
grep in milk and dairy products, 
due to their ability to cause off- 
flavours and other defects. In addi- 
tion, there is some reliable evidence! 
to show that, apart from the total 
bacterial count, the keeping quality 


of milk is directly affected by the 
numbers of B. coli present. 

During the course of our studies 
with chemical disinfectants, mis- 
cellaneous observations suggested the 
probability that, although certain 
chlorine compounds proved highly 
efficient for the treatment of equip- 
ment for the production of low count 
milk, yet their destructive action on 
coliform organisms specifically may 
be less than that of hot water or 
steam. In view of the recent advoca- 
tion’, 7 of the use of lye for the treat- 
ment of milking machine parts, a 
closer study was made of the action 
of various agents of disinfection used 
in dairying upon B. coli. 


MILKING MACHINE EXPERIMENTS 


To study the effect of different 
methods of treating milking machine 
tubes, five De Laval units, uniformly 
contaminated with milk having a 
high content of B. coli, were main- 
tained under five different methods 
of sterilization for a period of three 
weeks, daily tests being made to note 
the effect of the treatment upon 
bacterial contamination. Each day 
the tube system of each unit was 
contaminated with milk consisting of 
a mixture of 400 cc. of a 24-hour 
culture of B. coli in pasteurized skim 
milk and an equal volume of culture 
of miscellaneous milk organisms ob- 
tained by leaving raw milk exposed 
for 24 hours at room temperature. 
The tube system was filled with the 
mixture and then allowed to drain for 
an hour. After a cold water rinse the 
sterilizing treatments were applied as 
follows: 

(1) Immersion in hot water at 
170° F. for 20 minutes, after which 
the tubes were hung up to dry. 
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(2) Sodium hypochlorite,* 200 
p.p.m. available chlorine, tubes being 


kept in solution rack in contact with 
the solution till required. 





TOTAL COL! 
x % 
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Fic. I. Relative bactericidal action of 
various milking machine treatments upon 
total contamination and B.coli, respectively. 


(3) Sodium hypochlorite, 200 
p.p.m., used as a rinse, tubes being 
then hung up to drain. 

(4) Chloramine-T, 200 p.p.m., in 
solution rack. 

(5) Lye,t 0.4 per cent solution, in 
solution rack. 

Just before the machines were to 
be used for the afternoon milking, the 
units were assembled and 4 litres of 
sterile water were “‘milked” from an 
artificial udder through each unit into 
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sterile milker buckets. In the case 
of the machines treated with chlorine 
compounds, the water used contained 
1 cc. of N/10 sodium thiosulphate per 
liter to prevent any further disinfect- 
ing action of the sterilizing agent. 
Samples for analysis were taken from 
the milker buckets. Total bacteria 
counts were made by plating on 
purple lactose agar (Difco) and in- 
cubating for 4 days at 20°C. Quanti- 
tative estimations of B. coli were 
made by three methods: 


(1) Plate counts on ferrocyanide 
citrate agar developed by Tonney and 
Noble.?® 


(2) Plate counts on MacConkey’s 
agar (Difco). 

(3) Fermentation tubes, using lac- 
tose bile broth (Difco), a sufficiently 
large number of dilutions being em- 
ployed to permit of a quantitative 
estimation of the most probable 
number of gas-forming organisms by 
use of the tables of McCrady.*® 

In Table I is presented a summary 
of the average total counis and B. coli 
counts obtained over a three-week 
period, the figures representing the 
logarithmic averages. In the case of 
B. coli the figures from the ferro- 
cyanide citrate agar plates are used, 
the counts on this medium being con- 
sistently higher than on the other 
media used. 


TABLE I 


MILKING MACHINE TEsTs. 


EFFECT OF DIFFERENT METHODS OF STERILIZING 


oN ToTAL BACTERIA AND B. colt 





Treatment 


B. coli 





Hot water immersion, 170° F. 20 min. 


Sod. hypochlorite, 200 p.p.m. (rack). . 
Sod. hypochlorite, 200 p.p.m. a: 
Chloramine-T, 200 p.p.m. mel 
Lye (0.4 per cent solution).. 


Less than one 
132 


237 
ll 
Less than one 








*H. T. H 


{Prepared from a commercial brand of lye (approximately 96 per cent NaOH), solution 
titrated against standard acid to give 0.4 per cent total alkalinity. As there is a tendency 
towards the formation of sodium carbonate on exposure to air, in the experiment the 
stock solution was kept well stoppered, the final 0.4 per cent solution being prepared 


from this daily. 





LABORATORY SECTION 91 


It will be seen from the table, and 
from Figure I, that as regards total 
contamination there is very little 
difference in the effectiveness of the 
various treatments, although the 
hypochlorites and lye show to some 
advantage. While the hypochlorite 
rinse gave a low average figure for the 
period of the test, there was evidence 
of a cumulative effect not observed 
in the other cases manifest by pro- 
gressively higher counts. The counts 
(logarithmic averages) for the three 
successive weeks were respectively 
2,750, 8,470 and 22,900. The rinse 
method, therefore, is regarded as less 
satisfactory than continuous immer- 
sion. 

Striking differences were noted, 
however, in the ability of the various 
treatments to destroy B. coli. The 
hot water and the lye treatments 
show the greatest destruction, the 
latter being by far the most effective 
of the chemical methods, while the 
hypochlorites were revealed as having 
the least bactericidal effect on B. colt. 
This does not necessarily imply that 
B. coli is more resistant than the 
miscellaneous milk organisms to the 
action of hypochlorites, previous 
work? 5 indicating that gram-positive 
species were more resistant than 


Drorax Count 
s CS. cou counT 
SeQEs 3 


4 
Anatysis immediately 
dlier treatment 


C 
UNTREATED NOT WATER NMyYPOCHLOR CHLORAM-T ue 
Fic. II. Germicidal effect of various 
methods of treating milk cans on total con- 
tamination and B. coli. Series 1—analysis 
immediately after treatment. 


B. coli. 


The findings of Tonney, 
Greer and Danforth® that B. coli was 
the most resistant of any of the 
vegetative forms studied are not 


strictly comparable. These workers 


employed chlorine water, in which 
form the chlorine is far more active 
due to the acid reaction, all the avail- 
able chlorine being present as hypo- 
chlorous acid. This compound, con- 
ceded to be the active component of 
hypochlorite, forms a diminishing 
proportion of the total available 
chlorine as the pH value increases. 
B. coli, however, is more susceptible 
to strongly alkaline solutions, and the 
greater relative effect of lye on this 
organism may be attributed to this 
rather than to a lowered efficiency of 
hypochlorite towards B. coli. This is 
in line with the findings of Traube 
and Somogyi" that this organism is 
less resistant to basic compounds than 
gram-positive streptococci. 


CAN RINSING EXPERIMENTS 


A similar comparison was made also 
of the germicidal action of sterilizing 
compounds when used as rinses for 
milk cans. As with the previous 
milking machine test, a uniform con- 
tamination of miscellaneous milk 
bacteria with a high proportion of 
B. coli was effected as described above. 
The cans were rinsed with the con- 
taminating milk, drained and left to 
stand for two hours. After being 
washed in the ordinary way, the cans 
(in duplicate) received the sterilizing 
treatments applied as rinses, one 
quart per can, as follows: 

(1) Control, no treatment. 

(2) Scalding water, temperature 
190° to 200° F. 

(3) Sodium hypochlorite, 
p.p.m. available chlorine. 

(4) Chloramine-T, 200 p.p.m. 

(5) Lye, 0.4 per cent solution. 


The experiment was divided into 
two periods of 3 weeks, as follows: 

Series 1. Cans analysed immed- 
iately after sterilization, being rinsed 
with 1 liter of sterile water. 

Series 2. Cans analysed 19 hours 
after treatment. 

The first test thus estimated more 
properly the actual germicidal effect, 
while from the second series informa- 
tion was obtained regarding the 


200 
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growth-inhibiting effect of the treat- 
ment as well. 

As before, total counts on purple 
lactose agar were made on the rinse 
water. Determinations of B. coli 
were made by plating on ferrocyanide 
citrate agar, while eosine-methylene 
blue agar was used in place of Mc- 
Conkey’s agar. In addition to the 
fermentation method with lactose bile 
broth, gentian violet lactose bile 
broth‘ was used in similar fashion. 

The results of the analyses are 
summarized in Table II, the figures 
being logarithmic averages of the 
daily counts extending over a period 
of three weeks. In both series the 
chlorine compounds proved to be the 
most effective rinses for reducing the 
total contamination from the milk 
residue in the cans. Both lye and 
hot water were less effective as regards 
total count. In destroying B. coli 
specifically, however, lye again was 
found to have the strongest action, 
confirming our results with milking 
machines. 
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chemical methods are relatively more 
effective than hot water in Series 2, 
indicating a superiority of the former 
in the prevention of bacterial growth 
subsequent to treatment. This is 
doubtless due to their residual effect. 
The value of a longer period of contact 


( tora: count 


¥ CS COL CounT 
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Fic. III. Germicidal effect of various 
methods of treating milk cans on total con- 
tamination and B. coli. Series 2—analysis 19 
hours after treatment. 


when using hot water is clearly shown 
when the results from the milking 
machine tests (20 minutes’ exposure) 

















TABLE II 
Can RinsinG TEsts. EFFect OF DIFFERENT METHODS OF STERILIZING ON TOTAL BACTERIA 
AND B. coli 
a” os ] 
| Series 1. Counts made Series 2. Counts made 
jemmediately after treatment | 19 hours after treatment 
| Total count | B. coli | Total count | B. coli 
No treatment....................| 86,700 | 1,270 | 1,840,000 | 26,490 
NE ic id der sta 2 el ste ans 11,230 | 340 560,000 13,090 
Sod. hypochlorite (200 p.p.m.)......| 4,870 | 470 71,200 3,500 
Chloramine-T (200 p.p.m.)......... 2,890 160 91,400 5,060 
Lye (Od pir CONE). oo Seika | 13,040 90 | 1,070 


130,000 | 





From Figure II, illustrating the 
relative survival from the different 
treatments in Series 1, the greater 
selective germicidal action of lye on 
B. coli is seen. With the chlorine 
treatments, as well as with hot water, 
the reverse is the case, the bactericidal 
action on B. coli being relatively less 
than on the milk organisms as a whole. 
The same holds true in Series 2, where 
analyses were made 19 hours after 
treatment (see Figure IIT). 

When the results of Series 1 and 2 
are compared, it is seen that the 


are compared with those from the can 
rinsing tests. 


THE QUANTITATIVE ESTIMATION OF 


B. coli 
The data presented above for the 
B. coli determinations represent 


counts on plates of ferrocyanide- 
citrate agar which gave the highest 
average figures of all five methods 
employed. In Table III is given a 
summary of the results by the various 
methods, the data for each set of 
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experiments being averaged and cal- 
culated as percentage of the counts 
on ferrocyanide-citrate agar. Each 
figure is thus average of the daily 
figures for 3 weeks’ testing. 
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SUMMARY 


Comparative tests with sodium 
hypochlorite, chloramine-T, lye solu- 
tion and hot water used for milking 
machine sterilization showed lye and 


TABLE III 


EsTIMATION OF B. colt. 
agar 


citrate agar 


50.9 








In this table the data are based on 


tions with each of the media indicated, 15 to be exact. 


covered the same number of tests. 
week, 


In both milking machine and can 
rinsing tests ferrocyanide citrate agar 
gave the highest average count for 
B. coli. Of the other solid media, 
eosin-methylene blue agar proved 
much superior to MacConkey’s agar. 
With the liquid media, lactose bile 
broth gave somewhat higher counts 
than gentian violet bile broth. The 
former, however, showed a consider- 
able variability, making its employ- 
ment as a strictly quantitative method 
less useful than the best solid media. 
Ferrocyanide citrate agar, besides 
giving the highest average counts, 
showed a high degree of reliability as 
judged by confirmatory tests on 
colonies from plates. Out of 654 
colonies studied, 98.6 per cent were 
positive for gas formation in lactose 
broth, while a similar number from 
MacConkey’s agar were but 79.8 per 
cent positive. 


Ferrocyanide- | MacConkey’s 


Milking Ma 
60.0 








logarithmic averages. ; 
counts on ferrocyanide citrate agar for the period were averaged logarithmically, 


RELATIVE Counts BY DIFFERENT METHODS 


E.M.B. 
agar 


Lactose bile |Gentian violet 
broth bile broth 


chine Tests 


bs 
& & BS % 
monroe 


ng Tests 
94.9 


93.1 
110.5 
99.8 
89.1 


97.5 
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Thus in Expt 


A 
like- 
wise those on MacConkey’s agar, and the results expressed as ratios with ferrocyanide 
as 100. Furthermore, all series, A, B, C, D and E, covered the same number of determina- 


Likewise F, G, H, I and J all 


Tests were made for 3 consecutive weeks, 5 days per 


hot water to have a much greater 
germicidal effect on B. coli than the 
chlorine compounds used, though 
little difference was observed in 
effectiveness as far as total bacterial 
counts were concerned. 

The greater germicidal effect of lye 
on B. coli was again shown with 
milk cans examined shortly after 
treatment and 19 hours after treat- 
ment, respectively. In both series 
lye and hot water were less effective 
than the chlorine compounds against 
contamination asa whole. With cans 
analysed 19 hours after treatment, 
however, the superior bacteriostatic 
effect of all the chemical treatments 
over hot water was shown beth as 
regards total count and B. col’. 

A comparative study of methods 
for the quantitative estimation of 
B. coli showed ferrocyanide citrate 
agar to give the maximum counts, 
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with a high degree of reliability. 
Eosin-methylene blue agar gave very 
slightly lower counts, while Mac- 
Conkey’s agar was less satisfactory, 
as were the liquid media used for 
quantitative determination. 
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PUBLIC HEALTH NURSING 


THE RURAL RELATIONSHIPS OF THE PUBLIC HEALTH NURSE* 


N. Epna Howey, REG. N. 
Ontario Department of Health, Toronto 


BEY’ ERY public health nursing pro- 
gramme that is soundly organ- 
ized bears a definite working rela- 
tionship to the other health and 
welfare activities in the community, 
and every public health nurse should 
allow a definite part of her time and 
service to perfecting these relation- 
ships. 

The rural public health nurse has 
problems quite different from those 
of her urban sister. If she would be 
successful, she must understand rural 
people and appreciate their attitude 
toward community responsibility. She 
should familiarize herself with the 
farmer’s work, with his seasonal 
activities; she should be able to call a 
field of grain by its proper name. If 
she is informed and interested in agri- 
culture, the farmer will more readily 
accept her authority in health teach- 
ing. A good approach to health 
discussion may be effected through his 
knowledge of the health of animals. 
Encourage him to talk about tuber- 
culin testing of herds, the approved 
method of feeding chickens, and how 


hogs are fed to produce class A bacon, 
and invariably the opportunity will 
arise to discuss the health of the 
family. These personal interests as- 
sist in bringing the community to the 
point of knowing itself in a health 
sense. There must be a desire for 
health, and when this has been de- 
veloped, few communities will be 
content to get along without a health 
programme, including the services of 
a qualified public health nurse. 

In organizing a rural public health 
nursing service in Ontario, it has been 
customary for the District Medical 
Officer of Health, through the local 
medical officer of health, to create 
interest in public health nursing to 
the point where the community is 
willing to have a demonstration pro- 
gramme. This programme is decided 
upon after a survey of the community 
has been made. It is designed to 
meet as promptly and effectively as 
possible the most urgent health needs. 
Meanwhile, an attempt is made to lay 
the foundation for a more constructive 
type of work. 


*Presented before the Public Health Nursing Section at the Twenty-third Annual Meeting 
of the Canadian Public Health Association, Montreal, June, 1934. 
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All administrative functions are 
carried out in the central office of the 
Department of Health and it is the 
responsibility of the nurse to main- 
tain the standards set by the Depart- 
ment. Her records and reports should 
show what service is being rendered, 
how the people are accepting it, and 
what progress is being made. 

The public health nurse should 
realize that her responsibility is twice 
as great when the people served are 
not qualified to judge the value of the 
service. This is particularly true in 
rural work, as the average country 
resident has little means of evaluating 
the nurse’s work beyond the objec- 
tionable cost. 

How completely the local com- 
munity is made to see its need and is 
shown how to supply it will depend 
largely on the nurse, but she cannot 
go far without the co-operation of the 
community at large. How often the 
attitude of the people has been: ‘‘Now 
we have a public health nurse, she 
will take care of all our health prob- 
lems!” How simple this would be 


for the nurse and how easy for the 
community if it could be done, but, 
despite her training and energy, one 
nurse can never effect a miracle—nor 


could any number of nurses. Good 
health is an ideal for the individual, 
the family and the community, and 
to achieve it effort must be made by 
the individuals that make up the 
family and the community. 

Of vital importance is the estab- 
lishment and use of nursing commit- 
tees to analyze community conditions 
and to give publicity to the need for 
continued service. 

The nursing committee should be 
made up of mature, reliable persons, 
of good judgment, and with some 
degree of real interest in community 
health. They should have faith in 
the programme and possess an under- 
standing of community needs and the 
desired ability to think and work 
together. They should study the 
community, provincial and federal 
resources in the field of health and 
public welfare, and with this knowl- 


edge a definite policy should be 
developed. Certain persons in a 
county, because of their profession or 
position, are eminently fitted for ser- 
vice on the nursing committee; for 
example, the local medical officer of 
health, the reeve and the inspector of 
schools. The additional members 
should be representative persons and 
all groups in the community should 
be represented. 

The term “relationship” implies a 
difference but also a common purpose, 
and the public health nurse should 
establish a friendly working relation- 
ship with the following individuals 
and associations: 


The medical officer of health, the 
board of health, the council and 
the nursing committee. 

The school inspector; school boards; 
principals and teachers. 

The physicians and dentists. 

Voluntary organizations, as the 
Red Cross Society, the Victorian 
Order of Nurses, etc. 

Children’s Aid and Mothers’ Allow- 
ance representatives. 

The agricultural representative. 

The Women’s Institutes, Home and 
School Club, Service clubs. . 

The hospital and the local chapter 
of the Registered Nurses’ As- 
sociation of Ontario. 

The churches and clergy. 

The relief agencies. 

The editor of the local newspaper, 

the merchants and different lay 
groups. 


Each of these Boards and executives 
should know definitely what the 
health programme is, and the reason 
for it. 

A county or district Health and 
Welfare Council composed of lay and 
professional representatives from all 
such agencies operating within the 
area would provide an ideal set-up for 
the development of sound plans and 
policies. Such an organization could 
promote informed public opinion by 
interpreting the health needs and 
activities to the community as a 
whole. 
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A tentative plan of work is arranged 
by the nurse for each month of the 
year. The services to be rendered are 
listed, and the best time for carrying 
them out is planned with a view to 
the seasonal activities of the people, 
difficulties of transportation, etc. 

If the area to be served is a small 
county, or one or two townships, it is 
well to divide it into four districts, 
the nurse choosing for her head- 
quarters the town most centrally 
located. If she allows a week to a 
district each month, a calendar sched- 
ule can be drawn up for the year. 
The first full week of each month will 
be spent in District No. 1, the second 
week in District No. 2, and so on. 
Zoning in this way will leave two or 
three extra days at the beginning or 
end of each month, and these the 
nurse can use for special activities. 

The nurse’s programme should be 
published in the local newspaper and, 
in addition, it is well to send a copy 
to members of the nursing com- 
mittee, to each physician, to the 
inspector of schools, and to all school 
principals. In each zone it is desir- 
able to secure someone, preferably a 
member of the nursing committee, 
who will be responsible for telephone 
calls and messages that are to be 
referred to the nurse in the field or 
when she arrives for work in that 
district. 

The nurse who is working alone in 
a unit has a direct responsibility to 
her health officer. He and the nurs- 
ing committee should at all times be 
kept informed of the public health 
nursing activities, for, apart from 
helping the nurse plan and execute her 
programme, they should give publicity 
to the community service rendered. 
The nurse should not be expected to 
undertake this alone—for two reasons: 
first, it might confuse the issue by 
giving the impression that the nurse 
rather than the community was 
responsible for the service; and, 
second, the nurse might be suspected 
of seeking undue prominence. 

The school inspector should be fully 
aware of the public health nursing 
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His 
assistance will be of inestimable value 
in planning the school work. For the 
new nurse he will mark on a map the 
exact location of each school, noting 
the condition of roads in spring and 


activities within the schools. 


fall. He will also prepare his teachers 
for the nurse’s visit. The teacher, 
knowing that she has the inspector’s 
approval, will gladly assist the nurse 
with the inspection of the children, 
and in this way become more familiar 
with the physical condition of each 
pupil. Her knowledge of their handi- 
caps should stimulate co-operation in 
obtaining corrections. 

In planning her first visit to the 
schools, the nurse will write to each 
school board and to the teachers, 
informing them of the date of her 
proposed visit and of the nature of the 
inspection to be given the children. 
If they are to be weighed, she would 
ask the teacher to announce that the 
pupils would be expected to remove 
their shoes. On some occasions she 
should invite the trustees and parents 
to meet her at the school for the 
purpose of discussing matters pertain- 
ing to health, including the value 
of the hot lunch, proper sanitary 
facilities, etc. Follow-up visits to 
the homes will be made from time 
to time. 

The teachers can do more toward 
making the work of the nurse effective 
than any other group, except parents. 
They should be encouraged to conduct 
a morning inspection in their classes, 
and the health teaching should be 
made attractive by the use of posters, 
health plays and projects. I know of 
no other method as effective in obtain- 
ing the desired results as the pro- 
gramme outlined by the Junior Red 
Cross. 

The physicians should be visited in 
order that they may know how the 
nurse can assist them with the super- 
vision of their prenatal cases, infants 
and children, as well as communicable 
disease cases, including tuberculosis. 
From the organized medical group 
through the medical officer of health 
the nurse should secure standing 
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orders for her work and also an accept- 
able method for reporting cases. 
Frequent contacts are desirable and 
she should discuss with the physicians 
the mental health clinics, the tuber- 
culosis clinic and other special 
activities. 

The dentists serving the community 
should be visited and their contri- 
bution through dental surveys and 
clinics discussed. Standing orders 
should also be secured to cover this 
phase of the programme. 

The representatives of the Chil- 
dren’s Aid Society and Mothers’ 
Allowance Commission should be 
visited to interpret the public health 
nursing programme and to learn at 
first hand the activities of each organi- 
zation. 


Through the agricultural represent- 
ative the nurse will learn the dates of 
school and community fairs and of 
meetings to be held in the rural 
sections. 

The Women’s Institutes of Ontario 
have always evidenced a keen interest 
in the work of the public health nurse. 
In fact, it was through this branch of 
the Department of Agriculture that 
school medical inspection was first 
introduced into rural Ontario in 1914. 
The public health nurse might well 
seek membership in this organization. 
Opportunities to meet Home and 
School clubs and other groups, such 
as Service clubs, should not be over- 
looked. In this way financial aid for 
the correction of defects is frequently 
obtained. 

The hospitals are usually used when 
remedial work is undertaken, and 
they are ready to assist in immuniza- 
tion campaigns by sterilizing swabs 
and towels, and in lending syringes 
and needles. If there is a training 
school for nurses, the superintendent 
may be glad to have the public health 
nurse interpret her work to the senior 
students, and frequently each nurse is 
given the opportunity of observing 
the work in the field. 

Membership in the Registered 
Nurses’ Association of Ontario is 


essential, and attendance at meetings 
in the local district most desirable. 
This will provide opportunities for 
gaining professional advice and, in 
turn, the public health nurse should 
inform the local group of her rural 
activities. 

The public health nurse in a small 
community should attend the church 
of her choice, and in organizing her 
work all the clergy should be visited 
and the work explained. Valuable 
assistance may be received in different 
health activities through announce- 
ments from the pulpit. 

Relief agencies should be familiar 
with the public health nurse’s work, 
and she should offer assistance in 
preparing food budgets to ensure a 
balanced diet for those on relief. 

The local press can do much to aid 
the public health nurse in presenting 
community needs by publishing 
health articles and reports, as well as 
advertising immunization campaigns. 
One of the cheapest methods of 
publicity, with far-reaching effects in 
these campaigns, may be gained by 
having the students in the high school 
mimeograph the request slips to be 
signed by the parents. Apart from 
being economical, this method no 
doubt creates more interest in the 
home than would a printed slip bear- 
ing the same message. 

Local merchants will assist the 
public health nurse by window ex- 
hibits and by lending equipment for 
demonstrations. 

Members of the different lay groups 
may be interested in assisting at child 
hygiene conferences, immunization 
campaigns, providing transportation 
for needy cases attending physician, 
dentist or clinics. In one rural health 
unit in the province, in 1924, the 
farmers took turns in taking the 
school-children to the dentist on 
Saturday mornings, the school health 
committee paying for the dental work 
of the children whose parents were 
unable to bear the expense. In this 
way the public health nurse had all 
dental work completed in her rural 
schools. 
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In conclusion, relationships are 
generally what one makes them; and 
they are usually satisfactory if the 
public health nurse observes the rules 
of professional ethics, which, after all, 
are simply the ordinary courtesies 
which one worker extends to another. 

The importance of finding satis- 
faction in our work is receiving 
increased recognition with the 
advancement of mental hygiene. In 
the rural field, well-developed 


relationships contribute largely to this 
satisfaction. There the public health 
nurse is accepted by the people as a 
member of the community, as well as 


a professional worker. Having 
experienced this relationship, the 
nurse can say with Edwin Markham: 


‘There is destiny 


That makes us brothers. 


None goes his way alone; 


All that we give into the lives of others 


Comes back into our own.” 


EPIDEMIOLOGY AND VITAL STATISTICS 


MORTALITY FROM CEREBRAL HAEMORRHAGE AND CERTAIN 
DISEASES OF THE HEART, ARTERIES AND KIDNEYS 
IN CANADA 


ie Demography Branch of the 
Dominion Bureau of Statistics, 
Ottawa, has just issued a special re- 
port on mortality from certain dis- 
eases of the heart, arteries and kidneys 
and cerebral haemorrhage for the 
period 1921-1932. This report gives 
the deaths, crude death rates and 
standardized death rates for each 
province and for the Dominion as a 
whole and meets a real need in the 
field of vital statistics. Table I gives 
the crude death rates for certain 
causes for Canada, 1921-1932. 


These data show that the crude 
mortality rates from diseases of the 
heart, arteries and nephritis have 
risen quite markedly during the 12- 
year period, while deaths from cere- 
bral haemorrhage and paralysis (un- 
specified) have decreased. This situa- 
tion cannot, of course, be taken to 
represent actual fact since there has 
doubtless been an increase in the 
completeness and accuracy of certi- 
fication of causes of death during the 
last decade, which is evident if the 
records are studied. Besides this, 


TABLE 1 


CrupE DEATH RATES FROM CERTAIN CAUSES IN THE REGISTRATION AREA AS OF 1921 
DURING THE PERIOD 1921-32 





Paralysis 

Cerebral without Diseases Diseases Chronic 
Year haemorrhage, specified of the of the nephritis Total 

apoplexy cause heart arteries 
See 40.6 11.3 83.2 39.9 27.1 202.1 
1922...... 40.0 9.6 93.4 44.5 27.7 215.2 
ee 37.7 8.2 105.8 48.3 33.8 233.8 
soi. 35.4 8.5 101.4 55.6 35.6 236.5 
EE 33.9 7.8 106.8 56.5 38.5 243.5 
RRS cts > 36.3 119.8 58.4 41.2 263.4 
wicks. 0 7.8 122.6 59.6 42.1 266.1 
eee 35.0 6.9 128.4 66.0 44.6 280.9 
1929. . 33.4 6.1 132.6 68.2 43.7 284.0 
SPs nc. ss 30.7 5.6 127.0 74.5 42.8 280.6 
WBS odio 27.7 4.5 114.0 68.2 38.2 252.6 
a 27.2 4.2 121.3 74.5 41.4 268 .6 
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there is also a tendency to increased 
detail in certification, viz., tendency 
of the attending physician to mention 
more than one cause on the medical 
death certificate. This has resulted, 
for example, in many deaths which 
would formerly have been classified to 
cerebral haemorrhage and apoplexy as 
the terminal event being classified to 
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do not mean that fewer people are 
dying of these diseases. In a large 
measure it is a reflection of changes in 
the certifying practice of the medical 
profession and the application of rules 
of choice in the statistical office where 
two or more causes are jointly stated. 

These data do not, .in themselves, 
give us an answer to the question, ‘‘Is 
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STANDARDIZED MorTALITY RATES FOR CERTAIN CAUSES OF DEATH 
CANADA, 1921-1932 


(Registration Area as of 1921) 


the arterial or heart condition ‘‘which 
preceded and presumably led up to 
Ne 

The specific death rates presented 
in this report are shown graphically in 
Figure I. These rates are standard- 
ized for age, thus eliminating any 
variation in mortality due to this 
factor alone. 

This diagram indicates a marked 
increase in mortality from angina 
pectoris, particularly between 1921 
and 1924. Mortality from diseases of 
the arteries and chronic nephritis has 
also been definite though less marked. 
In these cases, too, the major part of 
the increase in mortality occured be- 
tween 1921 and 1924. The trends in 
mortality from cerebral haemorrhage 
and paralysis without specified cause 


mortality from heart disease and 
nephritis increasing?’’ Indeed, it is 
improbable that a satisfactory answer 
to the query can ever be given be- 
cause a correction for changes in ac- 
curacy and completeness of certifica- 
tion and variations due to increased 
detail in statement permitting the 
application of rules of choice where 
joint causes are stated, can probably 
never be accurately made. But they 
do indicate that there is an immediate 
need for an investigation into the 
mortality among persons in the prime 
of life, a subject upon which little 
stress has been laid. 


A. H. Sellers, B.A., M.D., D.PH., 
School of Hygiene, 
University of Toronto. 
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REPORTED CASES OF CERTAIN COMMUNICABLE DISEASES IN CANADA* 
BY PROVINCES—October, November and December, 1934 



































































































































































































































New British 
Disease Month| P.E.1.| Nova |Bruns-| Que-| On- | Mani-| Saskat-| Alberta] Colum- 

Scotia | wick | bec | tario| toba | chewan bia 
Oct. Fors 6 33 98 | 60 82 20 3 8 
Diphtheria......} Nov.| .. 10 19 | 134] 50] 102 19 2 4 
| Dec. se 12 5 83 | 31 67 9 6 5 
Oct. 24 46 41 | 521 | 504] 107 72 47 237 
Scarlet Fever....| Nov. 9 51 114 721 | 618 160 49 41 148 
Dec. 7 18 47 | 542 | 622 140 76 51 135 
| Oct. | .. | 244 | 47 | 463/219] 41] 100 | 46 4 
re ee Nov. 1 |1691 | 592 (1384 |173| 324] 251 7 17 
Dec. ne 714 10 {1117 | 574 | 1133 | 888 31 20 
Oct. ia 22 13 | 916 | 411 87 | 156 19 164 
Whooping Cough.} Nov. 1 50 13 | 696 | 517 62 81 14 66 
Dec. sa 58 16 | 559 | 531 29 56 39 76 
Oct. gt 18 16 | 67 19 4 16 
German Measles .| Nov. ae 53 42 78 32 1 12 
Dec. oa 121 18} 91 2 6 15 
Oct. 136 | 202 5 12 9 124 
PONIES Si ncwas Nov. 292 | 425 28 19 6 125 
Dec. 107 | 411 29 11 45 131 

Oct. 2 as 

Smallpox........ Nov. ba 3 
Dec. a ce 
Oct. i i 2 7 7 1 a 
Cerebrospinal Nov.| .. as 1 1 1 1 1 1 Be 
Meningitis..... Dec. 3 4 1 
Oct. | .. 4 1 | 18| 4 2 3 3 6 
Anterior Nov. sy oe ; 5 14 4 2 2 3 
Poliomyelitis ..| Dec. 2 8 1 1 
Oct. 1 8 6 | 244 7 10 8 17 11 
Typhoid Fever...| Nov. 1 3 15 | 113 | 54 7 3 7 6 
Dec. 2 7 50 4 11 3 2 6 
Oct. 1 oe 1 5 
Trachoma....... Nov. = 3 52 12 6 
Dec. 2 1 a 15 





























*Data furnished by the Dominion Bureau of Statistics, Ottawa. 





THE LEON BERNARD FOUNDATION 


A* a tribute to the memory of the 
late Professor Léon Bernard of 
Paris, a member of the Provisional and 
the Permanent Health Committee since 
1919, the Health Organisation of the 
League of Nations has decided to 
create the Foundation of a Léon Ber- 


nard Prize in Social Medicine. Con- 
tributions to the Foundation capital 
fund will be most gratefully received 
and should be addressed to Dr. Ludwik 
Rajchman, Medical Director, Health 
Section, League of Nations, Geneva, 
Switzerland. 








Text-Book of Meat Inspection 
Mortem and Post-Mortem), 
the Veterinary Control of Meat and Meat 


(Ante- 
including 


Products. By Robert V. Ostertag, Minis- 
terial Director and President of the Wurt- 
temberg Ministry of the Interior, Stutt- 
gart; English edition by T. Dunlop Young, 

Veterinary Inspector for the City of Lon- 

don; translation by C. F. Marshall. Pub- 

lished by the Macmillans in Canada at St. 

Martin’s House, Toronto, 1934. 744 pages. 

Price, $14.85. 

Ostertag’s Handbook of Meat Inspection 
has been a standard book of reference in 
this field. The fact that it has passed 
through nine German editions and four Eng- 
lish editions is evidence of the high place 
which this work has occupied. This volume, 
however, is not the tenth edition. It is an 
entirely new work, superseding and replac- 
ing the earlier volume. The present text 
book supplies the needs of not only the ex- 
pert but also of the practical veterinary sur- 
geon charged with the responsibilities of 
cattle and meat inspection. The same general 
arrangement of subject matter has been fol- 
lowed in this new text book, including chap- 
ters on food animals, examination of animals 
before slaughter, abattoirs and methods of 
slaughter, normal appearance and differen- 
tiation of meat and organs of food animals, 
and chapters on general pathology, the im- 
portant regional diseases, intoxications, 
animal parasites, emergency slaughter and 
meat poisoning. 

To Colonel T. Dunlop Young, whose con- 
tributions as a veterinary authority on meat 
inspection in England rank with those of the 
author, English readers are indebted for this 
edition. In order to reduce the size of the 
book and also its cost, the author has per- 
mitted the omission of portions of the Ger- 
man edition relating particularly to German 
legislation and has added a chapter on poul- 
try which does not appear in the original 
edition. 

As a reference work and as a practical 
guide this text book will continue to occupy 
the place which the former volume has oc- 
cupied for so many years. R.D.D. 





Hygiene for Freshmen. By Alfred Wor- 
cester, A.M., M.D., Sc.D. Published by 
Charles C. Thomas, 220 East Monroe 
Street, Springfield, Illinois, 1934, 154 
1934. 220 pages. Price, $1.50. 


Dr. Worcester, Oliver Professor of Hy- 
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giene, is director of the Student Health Ser- 
vice of Harvard University. As is well 
known, this service is highly organized and, 
with a staff of assistants, Dr. Worcester is 
providing a very complete system of health 
supervision. Lectures in hygiene for fresh- 
men, which too often have proved to be of 
little interest or practical value, have been 
presented in such a way that they have been 
invaluable in providing essential health in- 
formation. Those who are concerned with 
the preparation of such lectures for fresh- 
men will value greatly this volume. 

With a suitable introduction devoted to 
biology and physiology, the author presents 
chapters on mental hygiene, reproduction, 
and disease prevention and immunity. To 
make it of greater value as a student text 
book, a short glossary of terms is supplied. 
Each chapter is followed by a series of ques- 
tions which serve to emphasize the essential 
points. 

The book is one that might well be pre- 
scribed as a text for freshmen, particularly 
in non-medical courses. It is interesting and 
instructive and might well be read by any 
layman desirous of learning certain funda- 
mentals in respect to hygiene. 

D.L.M. 





Health Workbook. By Kathleen Wilkinson 
Wootten, M.A., Professor of Health and 
Head of the Department of Health and 
Physical Education, Georgia State College 
for Women. Published by A. S. Barnes 
& Co., 67 West 44th Street, New York, 
1934. 220 pages. Price, $1.50. 

The teaching of elementary hygiene, physi- 
cal education and all that pertains to these 
is being extensively dealt with in the form 
of books, magazine articles, etc. This work- 
book represents something rather unique, 
although the same principle has been in use 
in some schools for a long time. The book 
comprises forty-seven different lessons and 
has been designed to act as a workbook in 
the teaching of hygiene to freshmen classes. 
It includes many elementary facts in physi- 
ology, hygiene, first-aid, sanitation and 
health administration activities, together 
with diagrams and outlines. Each chapter 
sets forth the objectives of a lesson, the 
work to be done and a fairly extensive list 
of references, and provides space ample for 
the student’s notes. These lessons are all 
punched for a loose-leaf notebook and are 
bound together in one volume. 

The drawback to the general use of such 
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a workbook is, of course, that the questions, 
references and information given need to 
be revised each year or two. If this is 
done, the book might easily be adopted by 
many colleges where a course in hygiene 
for first-year men or women is being planned 
or given. It is of interest particularly to those 
interested in the teaching of hygiene to 
groups that are not necessarily taking the 
regular medical course. Professor Wootten 
is to be congratulated on the way the ma- 
terial is presented, the wide variety of sub- 
jects dealt with, and the enormous number 
of reading references tabulated for each 
lesson. D.L.M. 


Rules for Recovery from Pulmonary 
Tuberculosis. A Layman’s Handbook 
of Treatment. By Lawrason Brown, M.D., 
Saranac Lake, New York. Published by 
Lea and Febiger, 600 South Washington 
Square, Philadelphia, 1934. 275 pages. 
Price, $1.75. 

This work is from the pen of one who is 
intimately acquainted with the problems of 
a consumptive taking the “cure”. Under 
thirty-one headings the author has discussed 
the points to be observed by the patient in 
order to ensure recovery. 

The book has been written in the language 
of the layman, yet it loses none of its scien- 
tific accuracy or interest. It should be most 
useful for anyone embarking on the “cure” 
and one which the physician may gladly wel- 
come as an aid in teaching the patient how to 
get well. M.H.B. 


Amebiasis [and Amebic Dysentery. By 
Chas. F. Craig, M.D., M.A., F.A.C.P., 
Professor of Tropical Medicine, Tulane 
University of Louisiana. Published by 
Charles C. Thomas, 220 East Monroe 
Street, Springfield, Illinois, 1934. X —L 
315 pages. Price, $5.00. 

Out of his wealth of knowledge and ex- 
perience Colonel Craig has compiled a 
volume that is almost encyclopaedic in so 
far as the problems of amoebiasis and its 
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causative agent are concerned. The subject 
is dealt with in twelve chapters each with 
its own bibliography covering aetiology, 
epidemiology, pathology, symptomatology, 
complications and sequelae, diagnosis in- 
cluding culture methods, and prevention and 
treatment, one chapter being devoted to 
the complement fixation test introduced by 
the author in 1927. There is an admirable 
choice of photomicrographs, the majority 
from the Army Medical Museum Collec- 
tion at Washington, which further enhance 
the value of this unusually useful book. 

It is probably only fair to the publisher 
to call attention to two typographical errors: 
one on page 149, in the subscription to the 
illustration, the third last word in the first 
sentence, which presumably should be 
“lateral”; and the other on page 206, line 
14, where the first word should be “eight”. 
These are the only detractions of which 
your reviewer is aware from an otherwise 


excellent monograph. 
P.Acke 





Practical Talks on Heart Disease. * By 
George L. Carlisle, M.D., Associate Pro- 
fessor of Clinical Medicine, Baylor Uni- 
versity, Dallas, Texas. Published by 
Charles C. Thomas, 220 East Monroe 
Street, Springfield, Illinois, 1934. X + 
153 pages. Price, $2.00. 

The author has written this book “with 
the conviction that ninety per cent of ab- 
normal hearts are easy to diagnose and treat 
properly” and the purpose of the book is 
to serve as a practical guide to the general 
practitioner in the light of this conviction. 
The material is divided into six sections, the 
first of which deals with the essential points 
in history taking and physical examination 
in relation to the diagnosis of cardiac dis- 
eases. In subsequent sections a concise clini- 
cal description and an outline of the treat- 
ment of each of the various forms of acute 
and chronic heart disease and cardiac irre- 
gularities are given. 

Professor Carlisle has written this volume 
in a clear and pleasing style. It should fill 
an immediate need in the field of general 
practice. A.HLS. 


BOOKS RECEIVED 


Some Notable Epidemics. By H. Harold 
Scott, M.D., F.R.C.P. (Lond.), D.P.H., 
D.T.M. and H. (Camb.), F.R.S.E. With 
a preface by W. W. Jameson, M.A., M.D., 
F.R.C.P. Published by the Macmillans in 
Sn Toronto, 1935. 272 pages. Price, 


Ideal Health or The Laws of Life and 
Health. By Alexander Bryce, M.D., C.M. 
(Glas.), D.P.H. (Camb.). Third Edition, 
1935. Published by the Macmillans in 
Canada, St. Martin’s House, 70 Bond 
Street, Toronto. 340 pages. Price, $1.50. 








CURRENT HEALTH LITERATURE 


” These abstracts are intended to direct attention to articles that have appeared in other 
+: journals during the past month. Any of the journals referred to may be borrowed for 


"A three days or longer if desired. 


Problem of Diphtheria 

Seed and the Soil—In the autumn of 1933 
a sharp rise in diphtheria incidence took 
place in England and the notifications re- 
mained high throughout 1934. In the last 
2 weeks of the year, the number of notifi- 
cations exceeded the expected number by 
60 per cent. In 1934, 69,009 cases were re- 
ported, as against 47,435 in 1933, an in- 
crease of 45 per cent. The mortality trend 
shows a slight upward tendency since 1930, 
which is attributed to an increase in viru- 
lence of the disease in some parts of the 
country. Case fatality rates are definitely 
higher. Cases and carriers are discussed in 
the light of S. F. Dudley’s study of im- 
munization in the Greenwich Hospital School 
where, following immunization of part of a 
group of boys, the “virulent carrier rate” 
rose and therefore the risk of attack of 
clinical diphtheria for those not yet inocu- 
lated was definitely greater. 

Serum Treatment and Preventive Inocu- 
lation —The efficacy of the various prophy- 
lactic agents is discussed and the value of a 
preliminary Moloney-Fraser test for sensi- 
tivity is indicated. Regarding the duration 
of immunity, the authors agree with Dud- 
ley that “for all practical purposes a person 
once immune is always immune.” Prob- 
lems in diagnosis and treatment are fully 
discussed and intravenous administration of 
serum is urged for severe and late cases. 
Kers’ experience that lives are saved in 
proportion to the promptness of antitoxin 
administration is stressed. Instructions are 
given on the avoidance of serum-shock, em- 
phasizing the necessity of having adrenalin 
instantly available in a charged syringe at 
the bedside. 


Lancet, 227: 170-173 and 228-230, 1935. 


Natural Immunization to Diphtheria 
Two groups of patients in the Michigan 
Home and Training School were observed 
for 1% years to determine the effect which 
herding might have on immunity to diph- 


theria. Two series totalling 389 patients 
were swabbed and antitoxin determinations 
of blood samples were made at the time of 
the initial Schick test and at three and six- 
month intervals. The number of Schick- 
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positive reactors was reduced 32 per cent at 
the end of 3 months without treatment. To 
determine any immunizing value of the 
Schick test in Schick-negative persons, blood 
samples were taken immediately before the 
test and at the time of reading. Fourteen of 
18 individuals showed increases in titre as a 
result of the test alone. Dudley’s obser- 
vations in the Greenwich Hospital School in- 
dicated that herd immunization took place 
only when diphtheria was present in epidemic 
proportions. In the Michigan Home no clini- 
cal cases had been diagnosed since 1920. The 
carrier rates for admissions of hospitalized 
patients were 3.5 per cent in 1932 and 2.9 
per cent in 1933. The cultures were of low 
virulence or avirulent. It is suggested that 
herd immunization had taken place through 
contact with organisms which had lost their 
ability to produce clinical diphtheria. 


Young, Cummings and Wilson, Am. J. Pub. 


Health, 25:1, 1935. 


Bacteriophage Therapy 

“A review of the literature on the use of 
bacteriophage in the treatment of infections 
reveals that the evidence for the therapeutic 
value of lytic filtrates is for the most part 
contradictory. Only in the treatment of 
local staphylococci infection and perhaps 
cystitis (due to colon bacilli and staphy- 
lococci) has evidence at all convincing been 
presented.” The authors state that there 
is no evidence that lysis by bacteriophage 
action occurs in vivo except possibly in the 
bladder and in walled-off spaces where little 
exudate is present and where irrigation with 
large amounts of bacteriophage is possible. 


M. D. Eaton and Stanhope Bayne-Jones, 
J.A.M.A., 103: 1769, 1847 and 1934, 1934. 


Preventive Immunization in an Institu- 
tional Epidemic of Scarlet Fever 

The epidemic described occurred in the 
Bracebridge Mental Hospital, England, early 
in 1934, and affected nurses and female 
patients. The majority of the cases were 
atypical, the infection being mild. Infec- 
tivity and tendency to complications (except 
nephritis) were not diminished. One in- 
teresting feature was that 14 of 26 patients 
affected were over 40 years of age. Cases 
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were promptly isolated and all staff and 
contacts were Dick-tested. Susceptible per- 
sons were actively immunized using scarlet 
fever toxin in four weekly doses. Twenty 
per cent of a group of 90 male attendants 
were found to be Dick positive and were 
immunized. As no cases occurred after the 
first six weeks, the authors conclude that 
an epidemic as described can be rapidly and 
effectively controlled by active immunization 
of all shown susceptible by the Dick test. 


F. L. Scott and W. Morton, Br. Med. J., 
January 5, 1935, p. 12. 


Elimination of Milk-Borne Disease 

Quoting Douglas (Br. Med. J., 2:198, 1932), 
the author states that it is estimated that 
4,000 new cases of infection with bovine 
tubercle bacilli occur every year in England 
and Wales, and 2,000 deaths occur from this 
cause. From the reports of the United 
States Public Health Service, the importance 
of milk-borne disease is presented, noting 
that since 1924, 394 outbreaks have been re- 
corded, including such diseases as undulant 
fever, diphtheria, scarlet fever, septic sore 
throat and enteric infections. 

Reduction of milk-borne disease is dis- 
cussed and it is pointed out that perfect 
supervision and control of production and 
distribution may be vitiated in the home by 
careless handling. 


W. C. Davison, Am. J. Dis. Child., 19: 72, 1935. 


Effects of the Economic: Crisis , upon 
Public Health 

Dr. Chable commenced his enquiry in the 
canton of Neuchatel and made a survey of 
statistical and other data relating to the pub- 
lic and more particularly to unemployed per- 
sons and their families. These data were 
supplied by medical men and health visitors. 
The population concerned was 120,611 and 
9.5 per cent of these were unemployed. In 
the town of Le Chaux-de Fonds, 18 per 
cent of the population were out of work. 

The results indicate that the health of 
neither the general public nor of the children 
has been unfavorably influenced by the de- 
pression. The author suggests that, as far 
as adults are concerned, this is due to a 
variety of factors. Firstly, enforced idle- 
ness diminished the alimentary requirements 
of the persons concerned so that the re- 
duced daily ration available was yet suf- 
ficient to maintain ordinary good health 
among people whose powers of resistance, 
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built up during preceding periods of pros- 
perity, were not yet exhausted. Occupa- 
tional diseases and accidents claimed fewer 
victims, while epidemics were reduced be- 
cause of the fact that in place of crowded 
conditions peculiar to factory and of office 
life, the workers were able to enjoy health- 
ful exercise in the open air during their en- 
forced idleness. He concludes with the sug- 
gestion that, as his survey but touches this 
important problem, further researches are 
desirable. 


R. Chable, 
1934. 


Gesundh.u.Wohfahrt, 14: 424-34, 


Immunization Against Whooping Cough 

Whooping cough causes more deaths 
among children under 5 years of age than 
diphtheria, measles or scarlet fever. The 
case fatality among infants under 1 year 
may reach 15 per cent. 

Probably the best age for immunization is 
between 7 and 10 months. The author re- 
commends the use of a vaccine, the prepara- 
tion of which has been previously outlined, 
containing 10 billion organisms per cc., given 
in a series of injections during a period of 
four months. The recommended amount of 
vaccine to be administered is a total of 8 cc. 
Among vaccinated children who were sub- 
sequently exposed to infection, no cases oc- 
curred. A total of 650 non-immune child- 
ren were vaccinated. 


Louis W. Sauer, Am. J. Dis. Child., 49: 69, 1935. 


Dermatitis in a Nut and Bold Plant due 
to Use of Friction Tape 

A number of cases of dermatitis occurred 
among women employed in screwing nuts on 
bolts. In order to protect their skin, the 
workers wrapped friction tape around their 
fingers, removing it after each work period. 
Patch tests were applied to 16 women who 
had had dermatitis, and 13 of them showed 
reactions to friction tape. The constituent 
of the tape at fault seemed to be reclaimed 
rubber. Gauze was wrapped round the fin- 
ger and covered by a material impervious to 
water, over which the friction tape was ap- 
plied. No new cases developed after the 
adoption of this method. Dermatitis due to 
wearing friction tape has appeared only 
during the last two years and would appear 
to be caused by some new ingredient in the 
tape. 

L. Schwartz and R. P. Albaugh, U. S. Pub. 
Health Rep., 49: 1051-56, 1934. 








